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years which deals with the treatment of 

furuncles and carbuncles discloses a mul- 
tiplicity of methods of treatment which reflects 
dissatisfaction with the usual methods and an 
active search for better ways. An appraisal of any 
system of treatment of carbuncles and furuncles 
is very difficult. Frequently several therapeutic 
measures are used simultaneously. There are 
considerable dissimilarities in the furuncles and 
carbuncles themselves. A writer may claim very 
favorable results from a method, but is unable to 
furnish other control except what he believed the 
infection would have done without his treatment. 
The last remedy employed is often given credit 
which really was due the defensive forces of the 
body. 

Several criteria are employed in the estimation 
of the value of a treatment. The criteria from the 
patient’s standpoint, named in decreasing order 
of their importance, are: (1) the amount of pain; 
(2) the extent of the interference of the treatment 
with the patient’s work; (3) the degree of incon- 
venience caused by the dressings; (4) the length 
of time required for recovery; (5) the size of the 
scar; (6) the need for a general anesthetic; and 
(7) the expense of the treatment. From the 
doctor’s standpoint must be considered: (1) the 
amount of skill required; (2) the practicability of 
the treatment for practitioners with limited facil- 
ities; and (3) the practicability of the treatment in 
large hospitals where every facility is available (13). 

The furuncle is the site of a conflict between 
the invading staphylococcus and the natural 
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defensive forces of the body. There is no fun- 
damental difference between a boil and a car- 
buncle. The difference is due solely to anatomical 
and mechanical factors. The carbuncles differ 
because of the tough skin connected to the under- 
lying fascia by strong vertical septa (81). Theo- 
retically, therapy has but two objects—to destroy 
or weaken the staphylococcus and to augment the 
protective mechanisms of the body. Practically, 
however, it is necessary to consider in the treat- 
ment the assuaging of pain and the general con- 
venience of the patient. The infecting organism 
comes from without and passes through a portal 
of entry in the skin, generally a hair follicle, and 
the reaction to its invasion depends upon the 
virulence of the particular strain of bacteria, the 
state of the defensive forces of the host, and the 
anatomical peculiarities of the site invaded. 
Furunculosis is a syndrome with very variable 
accompanying etiological factors (105). “Why 
does a saprophytic organism suddenly become 
virulent?” is asked. 

There are all gradations between pimples and 
malignant carbuncles. The reaction of the tissues 
to the staphylococcus is either suppuration or 
necrosis (107). The “core” or s!ough is composed 
of dead tissue and dead cells. The early prognosis 
of a furuncle, according to Schutz (114), depends 
upon: (1) the area of infiltration, (2) the inten- 
sity of the pain, and (3) the amount of systemic 
disturbance. Severe pain is not, however, a 
marked symptom of many very serious carbuncles 
of the neck. The situation of the furuncle is an 
important factor in its seriousness. As is well 
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known, furuncles of the face, and particularly 
those of the upper lip, have a high mortality (18). 

Hinton (49) has made very clear the anatomical 
proximity and relations of the anterior facial 
vein and its branches to the cavernous sinus. 
From the facial vein, blood and organisms may 
pass by way of the inferior ophthalmic vein and 
the angular and superior ophthalmic veins by a 
sort of retrograde thrombosis. The mortality of 
furuncles of the face has been variously estimated. 
Of 103 cases treated on Payr’s service in the period 
from 1913 to 1924, 10.7 per cent were fatal (gr). 
Morian (91) believes that persons with malignant 
furuncles with sepsis from the start are doomed, 
no matter what treatment is given. Dittrich (21) 
stresses fever as an important sign of a tendency 
toward malignancy in a furuncle of the face. 
Dittrich had eighty-eight cases of furuncle of the 
face. Nearly 50 per cent were on the upper lip, 
and in this group the mortality was 10 per cent. 
According to Hofman (53), the mortality in 182 
cases of furuncle of the face at Bier’s clinic was 
8.2 per cent. In one-third of the fatal cases the 
furuncle was on the upper lip. By some, the 
mortality of lip furuncles is believed to be con- 
siderably higher. 

Cabot’s (9) recent case is illustrative of the 
danger of traumatism in furuncles of the upper 
lip. A boy of seventeen years picked a small 
pustule of the upper lip. The next day a small 
incision was made. Tremendous swelling then 
developed and the patient became stuporous. 
The white blood count varied between 23,000 
and 39,000, and when the patient died six days 
later there was pus in the cavernous sinuses. In 
Comer’s (15) case the patient picked and squeezed 
a furuncle of the anterior nares and death ensued 
three or four days later. Turner and Reynolds 
(118) report one death in sixty-three cases of 
furuncle of the nasal vestibule, a mortality of 1.5 
per cent. In the fatal case a small boil appeared 
upon the inner aspect of the right ala nasi. Two 
days later it burst with a free discharge of pus. 
On the following day, headache, vomiting, and 
protrusion of the eyeballs occurred. Death re- 
sulted six days after the onset. 

Kauffmann (63) found the mortality of furuncle 
metastases to be about 12 per cent, considerably 
lower than Riedel’s estimate of 25 per cent. The 
locus minoris resistentie inviting the metastases 
was generally the site of a hemorrhage, and the 
prognosis was most serious in the cases in which 
the inner organs were involved. 

Although accurate classification is impossible, 
the treatment of furuncles and carbuncles may 
be considered under the following heads: 


I. 
Il. 


Prophylactic treatment. 
Local treatment: 
A. Mechanical: 
1. Incision by knife, including ex 
cision. 
Incision by cautery, including 
excision. 
3. Ignipuncture (glow-needle). 
4. Sounding and dilatation. 
5. Phenol probe. 
6. Rest; avoidance of trauma. 
B. Chemical: 
1. Cataplasma and softening poul 
tices. 
a. Unguents. 
b. Pepsin. 
c. Pancreatic ferments. 
2. Hypertonic solutions: 
a. Saturated boric acid solu 
tion. 
b. Aluminum acetate. 
3. Antiseptic plasters and applica- 
tions: 
a. Phenol. 
b. Iodine. 
c. Ichthyol. 
C. Heat: 
1. Hot fomentations. 
2. Dry heat. 
D. Irradiation, diathermy, etc.: 
1. X-ray. 
2. Ultraviolet light. 
3. Diathermy. 
E. Biological: 
1. Autoblood circuminjections. 
2. Vacuum cupping. 
3. Bier’s hyperemia. 
4. 





Horse serum. 
5. ‘“Histoplast.” 
Systemic treatment: 
A. Biological: 
1. Vaccines. 
Insulin. 
Blood. 
4. Non-specific protein therapy. 
B. Pharmaceutical: 
1. Sulphur. 
2. Tin. 
3. Manganese. 
4. Quinine. 
5. Mercury. 
6. Mercurochrome. 
Turpentine. 
C. Dietetic measures, 
rest. 
Anesthesia in furuncles and carbuncies. 


laxatives, fluids, 
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| proportion of three parts of tenderloin nitrogen to one part 
| of cracklings nitrogen, a distinct depression of the biologic 
value of the tenderloin nitrogen was observed, the mixture 
possessing a value of 72. Reasons are given for believing 
that cuts of beef varying widely in their content of connec 
tive tissue would also vary widely in the biologic values o4 


their nitrogen, so that the less desirable cuts, containing 
large amounts of connective tissue, would be distinctly les 
valuable as sources of protein for maintenance and growt 
This is not so true of pork, since different cuts of p 
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CHRISTOPHER: TREATMENT OF FURUNCLES AND CARBUNCLES 


I. PROPHYLACTIC TREATMENT 

In his interesting review of the treatment of 
furuncles, Lotsch (63) considers prophylaxis first. 
Under this heading may be mentioned, first, 
strict bodily cleanliness. More specifically, where 
pus has come in contact with the skin, as in the 
neighborhood of a discharging furuncle, the skin 
must be scrupulously cleansed, preferably with 
soap and water, and washed with alcohol. All 
epithelial defects or abrasions must be avoided. 
Shaving with a dull razor traumatizes the hair- 
root follicles. Men, whose stiff collars cause 
skin friction, are much more susceptible to 
furuncles of the neck than women, who wear 
soft low collars. All abrasions and small wounds 
should be treated with antiseptics. Caution must 
be observed in the use of adhesive to fasten 
dressings to discharging wounds since furuncles 
may develop beneath it. As will appear later, 
dietary precautions, particularly those which may 
cause a lowering of the blood sugar, may be of 
value. Treatment with the roentgen-ray and 
with autogenous and polyvalent vaccines may 
be included under the head of prophylactic treat- 
ment, but will be given more detailed consideration 
later. 


II. LOCAL TREATMENT 


Opinion is divided as to the wisdom of incising 
furuncles and carbuncles. Lee and Downs (81) 
believe that there are two indications in the treat- 
ment of all pyogenic infections—the relief of ten- 
sion and the removal of dead tissue. The situation 
of the lesion is, of course, of importance. Living- 
ston (86) has made a careful study of carbuncles. 
In the last 30,000 surgical cases admitted to 
Bellevue Hospital, New York, there were 160 
cases of carbuncle of the back of the neck. Liv- 
ingston advises immediate excision of the ne- 
crotic tissue by a double crucial incision. He 
undercuts the lateral flaps in such a manner that 
they may be approximated by adhesive plaster, 
as granulation progresses, to bridge over the skin 
defect. Excision of a carbuncle or anthrax lesion 
is advised by Goldschmidt (36). Hryntschak 
(55) agrees to conservative measures only at the 
very beginning or the ending of a carbuncle of the 
back of the neck, and advocates radical surgery 
When the lesion is at its height. Franke (27) 
ncises early and curettes. Lee and Downs (80, 81), 
Edmunds (23), and Axhausen (1) consider it im- 
portant to make undercutting incisions parallel 
with the skin surface so that all the diseased fat 
polumns may be opened. Dakinization of the 
wound with secondary suture is employed by 
dome surgeons (8r). 
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Objections to-the incision of a furuncle or car- 
buncle include the associated pain, the pos- 
sibility of opening new channels of infection, the 
slow healing, the use of a general anesthetic, and 
the disfiguring scar (87). Junkerman (61) em- 
ploys conservative measures. He regards surgery 
in carbuncles and furuncles as criminal except in 
cases with fluctuation. Hasty incision is warned 
against by Pulay (ror). Morian (gr) states that, 
in furuncles of the face, incision gives no better 
results than conservative treatment and has the 
disadvantage of leaving a scar. Friedemann (32) 
emphasizes conservative treatment. In furuncles 
of the upper lip the evidence is unfavorable to 
incision. Dittrich (21) found that in twenty-two 
of forty cases of furuncle of the upper lip which 
were treated by incision the mortality was 13.6 
per cent, whereas in eighteen cases in which 
incision was not done the mortality was only 5.5 
per cent. Melchior (go) collected seventy-three 
cases of face furuncles at the Breslau clinic. In 
the thirty-seven cases treated by incision there 
were four deaths, and in the thirty-six cases 
treated conservatively there was but one death. 
Melchior believes, however, that incision was 
done in the more serious cases. He is inclined to 
the opinion that if the process is progressive, 
suitable incision is the surest procedure to prevent 
further propagation. 

As is well known, the chief danger in furuncles 
of the face is cavernous sinus thrombosis and 
infection by way of the facial vein (Hinton, 49). 
Traumatism is believed to increase the risk of 
thrombophlebitis with the meningeal sequel. 
Hofman (53) emphasizes the danger of picking 
and squeezing. Even the use of a sharp knife 
may aggravate the condition. One is somewhat 
reluctant to endorse the method of Gallemaerts 
(35) who treats early and radically every furuncle 
of the face with the galvanocautery. Schule (112) 
does a central cauterization of furuncles and in- 
serts a cotton drain. Jopson (60) uses the cautery 
for ordinary carbuncles but does not do a complete 
excision on the face. 

In 1922, first Kritzler (71) and then Schule 
(111) advocated central cauterization of furuncles 
with a glowing hot needle (ignipuncture). Koch 
(70) describes this method as painful but aston- 
ishingly valuable. After cleansing of the skin, a 
glowing hot knitting needle is inserted from 6 to 
ro mm. into the crater of the furuncle. This is 
believed to destroy the first focus of infection. 
Without squeezing, a gauze dressing is applied. 
Schutz’s (113) method consists in sounding and 
dilating the carbuncle orifices and applying 
hot compresses. Braun (6) praises the Schutz 
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method, but employs sounds which are hollow 
and dipped in a solution of iodine, phenol, and 
turpentine. Dittrich (21) uses a toothpick dipped 
in phenol, introducing it in the direction of the 
hairs into the white center of the furuncle. This 
method is entitled to favorable consideration. 

Long ago, Freeman (30) advised the extraction 
of the central hair or opening of the superficial 
pustule and the introduction of 95 per cent car- 
bolic acid. Perret (96) repeatedly applies on the 
furuncle one drop of phenol under slight pressure 
until it corrodes its way into the accumulation of 
pus. In 1922, Kritzler (71) advocated the appli- 
cation of carbolic acid under slight pressure. 

Placing the site of the carbuncle or furuncle at 
rest is believed to be of first importance. Putting 
the patient to bed is often a wise procedure. In 
cases of neck carbuncles, Livingston (86) uses a 
plaster-of-Paris dressing to immobilize the head. 
In cases of lip furuncles, Dittrich (21) feeds the 
patient through a tube and prohibits speech in 
order to keep the affected parts at rest. 

Innumerable salves have been devised as appli- 
cations to furuncles. These cataplasma, or poul- 
tices, have been designed to relieve pain, to exert 
a bactericidal effect, to soften the skin, and to 
accelerate the opening of the furuncle and the 
discharge of the central slough or “core.” Gray 
salve (unguentum cinereum), a 33 per cent mer- 
cury ointment, has long been employed (24). 
Junkerman (61) applies it in a thick layer on 
gauze unless stomatitis or nephritis sets in. 
Zechlin (125) has treated 4,000 furuncles by this 
method. He spreads the salve from 4 to 5 cm. 
beyond the infected zone and supplements it by 
hot alum-acetate compresses. Junkerman has 
recommended 4o per cent sulphonated bitumen 
(61) and 4o per cent ichthyolanaolin (87). A 20 
per cent ichthyol vaseline has been used by 
Buzello (8). A most useful proprietary remedy in 
the United States consists essentially of 1 per 
cent phenol, g to 10 per cent fluid extract of ergot, 
and 5 per cent zinc oxide plus a vehicle. Salicylic 
ointment is used by many. Schlunk (110) recom- 
mends for furuncles, carbuncles, and leg ulcers, 
a salve called “philonin salve,” the formula of 
which is: 


Cuprum iodorthooxychinolin sulphuric 0.1 
Argentum sulphuricum. . Ma o.1 
Acidum boricum... . 1.0 
Trypaflavine T.0 
Balsamum peruvianum 10.0 
Pasta zinci, ad........ - 100.0 


The first ingredient is believed to activate 
epithelization. The silver sulphate assists the 
sloughing process. The trypaflavin is an anti- 
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septic, and the peruvian balsam an analgesic 


Kritzler (71) believes the application of 15 to 20 
per cent salicylic collodion to be of value in early 
cases, but this method seems to be counter to 
Flaxseed poultices 


the best surgical principles. 
are useful as softening agents, but are not aseptic. 


Morrison (93) treated twenty-eight cases of 
carbuncle without a death by applying to the 
whole inflamed area a paste of magnesium sul- 
This is prepared by mixing 1% lb. of 


phate. 
dried magnesium suphate with 11 oz. of pure 
glycerin. As the mixture is very hygroscopic, it 


must be protected from the air. It is applied to 
gauze which is placed on the carbuncle once or 


twice daily. 

A most interesting method of treatment is the 
application of salves containing the digestive fer- 
ments of the intestine. The purpose of these 
ointments is to macerate and digest the skin in 
the center of the furuncle and thereby facilitate 
the discharge of the inner pus or slough. Accord- 
ing to Katz (62), who states that this method was 
employed first by Unna, the best results are 
obtained in furuncles and carbuncles, but 
panaritium (paronychia) is also favorably affected. 
Knoch (69) uses applications of unguentum 
enzymi. comp., likewise known as ‘“‘wundsalbe 
Dr. Rohm.” This is prepared from an enzyme of 
the pancreas. In certain cases, Knoch uses also a 
powder, viz., pulv. enzymi. insper. In twenty 
cases, Marcuse (88) employed conservative treat- 
ment with a pancreatic ointment called “pan- 
kreasdispert-salbe” which contains a _protein- 
splitting ferment. Salves containing pepsin have 
also been described. Wilmoth (122) mentions 
yeast fomentations as an aid to slough digestion. 

While hot saturated boric acid fomentations are 
still the choice of many clinicians, other hyper- 
tonic solutions are also warmly advocated. Canon 
(10), in 1924, reported the treatment of 110 
cases of furuncles and eighteen cases of carbun- 
cles exclusively by immobilization and a dress- 
ing saturated with a weak solution of aluminum 
acetate. A year later (11) he reported that he 
saw no complications in his series of 129 cases of 
furuncles (including 21 cases of furuncles on the 
face) which were treated only by rest in bed and 
dressings moistened with a solution of aluminum 
subacetate, whereas in patients who had been 
operated upon for furuncles he saw several 
metastatic abscesses. Zechlin (125) used hot com- 
presses of “weinsaurer Tonnerdloesung” instead 
of the usual “essigsaurer Tonnerdloesung.” His 
formula is: 


Liquor alumini acetico-tartarici.......... 30 c. cm. 




















A method of aborting very early furuncles which 
is often successful consists in painting the small 
red, indurated, painful area with full-strength 
tincture of iodine. Three or four coats may often 
be used to advantage, the tincture being allowed 
to dry between applications (97). Wolfer (123) 
treats the earliest suggestion of a pyogenic 
cutaneous infection by anesthetizing the skin 
with carbolic acid in a very small cross and 
making in this carbolic cross a very shallow short 
crucial incision. The use of ichthyol was first 
advocated by Unna and has many proponents. 
Kissmeyer’s (64, 65) technique is as follows: 
Each furuncle is first cleaned with alcohol or 
iodine and dried and then covered with pure 
ichthyol. Over the thick oil of the ichthyol, 
which soon dries, a thin layer of cotton is applied. 
The little dressing sticks like collodion. The next 
day the dressing is removed with tepid water and 
the treatment is repeated. In some cases the 
dressing is changed twice a day. In cases of large 
furuncles, Kissmeyer uses the galvanocautery 
and ichthyol. 

Grosschopff (40, 41) has used an alcoholic solu- 
tion of salicylic acid (Salizylspiritus) to paint 
furuncles. ‘‘analgit,”’ a solution of isothioanallyl, 
has been recommended by Bramer (5) for the 
treatment of furuncles. In 1925, de Takats (20) 
reported thirty-one cases of localized pyogenic 
abscesses in which aspiration was done through 
a needle placed 2 to 3 cm. from the border and a 
solution of rivanol was injected. Sterilization 
occurred in twenty-six cases (85 per cent). After 
sterilization, two small stab wounds were made 
and through them the necrotic contents were 
expressed. Although rivanol is supposed to be 
non-toxic and non-caustic, some surgeons do not 
favor its use. Deep injections of phenol have 
gained but few adherents. 

One of the chief agents in our present treatment 
of furuncles'is heat, particularly in the form of hot 
fomentations. It is important to give the nurse 
or attendant explicit directions as to the manner 
of applying the fomentations. The first require- 
ment is that the dressings be massive so that an 
area considerably beyond the infected area will 
be treated. The second requirement is that the 
dressings be continuously warm and moist. A 
most convenient procedure consists in applying 
dressings wrung out of whatever hot solution is 
employed, covering the dressings with a rubber 
sheet or oil cloth, and fastening an electric pad 
on top of all. By this method a continuous moist 
heat is produced and the solution may be added 
at the corner of the dressing as needed. As a 
substitute for the electric pad, a hot water bag 
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or frequent changes of the hot dressings may be 
used. Heat is greatly appreciated by the patient 
asarule. In the treatment of carbuncles, Living- 
ston (86) uses dry heat after the first twenty-four 
hours. 

Potter (100) believes that the X-ray is useful in 
the treatment of furuncles in a three-fold way: 
first, in the form of a localized erythema dose, to 
abort incipient boils; second, in the form of local 
treatment to hasten the healing and to make well- 
developed furuncles less painful; and third, in the 
form of a wide light exposure, to act asa preventive 
and prophylactic. Hodges (52) states that the 
roentgen ray acts almost as a specific in the 
majority of carbuncles. He adds, however, that 
the early deep types of carbuncles are probably 
treated most effectively by complete surgical 
excision. 

Similarly, Berndt (2), who reported four cases of 
successful X-ray irradiation of furuncles of the 
face, is of the opinion that thorough excision of 
the infected area is the proper procedure in car- 
buncles of the neck and back. In 1921, interest 
was attracted to the use of the X-ray in furun- 
culosis by Heidenhain (45) who recommended 
roentgen irradiation in resistant cases of axillary 
furunculosis. Heidenhain used barely one-third 
of the ordinary erythema dose with a 3-mm. 
aluminum filter and a large field. Lotsch (87) 
believes that the X-ray is of value for early furun- 
cles, but does not influence the late ones. Lewis 
(84) reported sixteen cases of carbuncles treated 
with the X-ray and believes that roentgen irra- 
diation exerts a powerful influence on the progress 
of the carbuncle. While operation is unavoidable 
in a few cases, Lewis claims that the X-ray 
brings a speedier cure than surgery in the ma- 
jority of cases. 

Little has been written about the use of dia- 
thermy in furunculosis. Hunter (58), however, 
has employed this method with success in the 
treatment of furuncles of the ear. Wilmoth (122) 
warmly recommends electrocoagulation in car- 
buncles, believing it to have rendered obsolete 
the treatment of these lesions with the knife and 
cautery. He makes repeated hot punctures in the 
infected area and then curettes out the coagulated 
tissue. Dittrich (21) has had good results from 
electrocoagulation with fine needles. 

Ionization or cataphoresis has been tried. 
Norrie (94) employed this method in furunculosis 
of the external auditory canal, using 2 per cent 
salicylate or soda packing. Laquerriere (79) 
dipped the negative electrode in potassium iodide 
and placed it over the boil. This may have 
brought about an ionization of iodine. 
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Ultraviolet light has been tried in furunculosis. 
Treatment of the crater bed of an excised car- 
buncle with the water-cooled ultraviolet lamp has 
a germicidal effect on the superficial organisms. 
The amount of penetrating effect is difficult to 
estimate. It is not unlikely that generalized 
ultraviolet radiations have a beneficial effect in 
raising the body’s resistance to infection. 

Following four fatal cases of carbuncles in 
which extensive incision had been done, Laewen 
(75), in 1923, began to use injections of the 
patient’s own blood. The whole blood was 
injected at the margins of induration in furuncles 
after simple crucial incisions. The results were 
favorable. In the same year, Laewen (75) de- 
scribed “a case of fulminating furuncle of the 
upper lip in which, after crucial incision, 90 c.cm. 
of the patient’s unmodified blood was injected 
just beyond the area of cellulitis. The next day 
the infiltration and induration were found to be 
merged. On the third day, the temperature and 
swelling were down. On the sixth day, the indu- 
ration had spread to the other side of the face. 
Sixty-five cubic centimeters of the patient’s 
blood was then injected as previously. On the 
ninth day the process had stopped” (Carp). In 
1924 and in 1926, Laewen (77, 78) again urged 
this method for furuncles of the face and neck. 

The autogenous blood is injected into the 
healthy skin at the indurated border, and a 
generous surgical opening is made after the in- 
jection. Some doubt is thrown upon the neces- 
sity of using blood for circuminjection by the 
work of Hilgenberg and Thomann (48). These 
investigators found that in rats and mice an 
effectual blocking of injected strychnine could be 
obtained by making an encircling wall of blood, 
human blood serum, acacia solution, Ringer’s 
solution, distilled water, diphtheria antitoxin, or 
a silver salt. Linhart (85) found Laewen’s 
method successful in several cases of malignant 
furuncle of the face. From 4o to 80 cubic centi- 
meters of blood was injected in a circle around the 
area of the infection. The method is referred to 
also by Schlesinger (109), Schiriak (108), and 
Hinze (50). Hinze successfully treated three 
cases of carbuncle of the upper lip in this manner. 
In 1927, he (51) published photographs of a very 
severe case of carbuncle of the upper lip in which 
he blocked the area of infection by injecting, first, 
80 c. cm., and two days later, 120 c. cm., of auto- 
genous blood. 

In contradistinction to Laewen’s autogenous 
blood injections with surgical incisions in car- 
buncles, Carp (12) made an extremely careful 
study of injections of autogenous blood without 


surgical incisions. He treated twelve definite 
progressive carbuncles in non-diabetic subjects 
by the circuminjection of autogenous blood 
without accessory measures such as incision, 
local heat, or narcotics. He used a general 
anesthetic and a sterile needle for each of the 
three to six intracutaneous and subcutaneous cir- 
cuminjections. The amount of blood varied from 
10 to 70 c. cm. and averaged 37 c. cm. Carp 
noted that: (1) the infection did not spread, 
except in one case; (2) there was quick relief of 
the pain and constitutional symptoms; (3) there 
was no apparent reaction after the injection; (4) 
most of the slough liquefied; (5) the injected 
blood seemed to remain in the tissues, under- 
going gradual modification for from several days 
to two weeks; (6) the time for cure was probably 
shorter than it would have been if a surgical 
procedure had been used; (7) the patients showed 
a minimal scar at the time of discharge from the 
hospital; and (8) the average time for cure was 
twenty-three days. 

The objection has been raised to this method 
that the injection of blood might spread infection 
exactly in the same way as a local anesthetic 
(Carp). This apparently occurred in one of Carp’s 
cases, but the spread subsided, without surgery, 
on the addition to the treatment of rest, flaxseed 
poultices, and roentgen-ray irradiation. As a 
rule, the injected blood seems to prevent the 
spread of infection. In answer to the objection 
that the injected blood may become infected, 
Carp quotes Laewen (75) as stating that the 
injection of blood builds a wall against the spread 
of bacteria while contusion (with haematoma) 
paves a way for the dissemination of the micro- 
organisms. 

A variation of the autogenous blood treatment 
of Laewen is that of Kuhn (72, 73, 74). Kuhn 
believes that Laewen’s injections influence the 
area around the furuncle more than the furuncle 
itself. In order to distribute the blood more 
evenly, Kuhn uses a vacuum cup with suction 
strong enough to produce hemorrhages in and 
around the furuncle. Narcosis often is necessary 
in his method. Beginning with a negative pres- 
sure of from 100 to 200 mm. Hg, the suction 
is increased to from 400 to 600 mm. Hg. The 
suction cup is left on for from one-half hour to 
four hours. Kuhn has discontinued the incision 
of furuncles less than 7 to 8 cm. in diameter. 
Duker (22) has had good results from Kuhn’s 
method. He has used a vacuum as high as 2 to 
1 atmosphere. Because of pain, the vacuum must 
not be applied too rapidly. Hamorrhages are 
caused in and around the furuncle. Hans (43) has 
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warned against “maltreatment of furuncles with 
suction apparatus.” Rieder (104) formerly was 
accustomed to inject 1 or 2 c. cm. of the patient’s 
own blood into the center of a furuncle, but now 
uses ordinary horse serum. After a wide surgical 
opening, he tampons the wound with diphtheria 
antitoxin. In small furuncles, 1 c. cm. of horse 
serum is placed in the center of the infection. 

In 1923, Friedemann (31) recommended Bier’s 
hyperemia in malignant furuncles of the face. 
For the induction of the hyperemia, a constricting 
band is placed around the neck for twenty-two 
hours daily. Of Friedmann’s twenty-four cases in 
which this method was used, eighteen were with- 
out sepsis and showed rapid healing. Of the six 
cases with grave sepsis, recovery resulted in 
three. According to Kuhn (73), the back pressure 
in Bier’s hyperemia is only from 50 to 100 mm. 
Hg. 

Following a series of experiments on himself in 
1922, von Wasserman (119) announced “‘histo- 
plast,” a preparation containing an extract of the 
live staphylococcus. This is applied locally to the 
furuncle. The inflamed focus absorbs the staphyl- 
ococcus antigen, and after a fifteen- to thirty- 
minute reaction there is a diminution of the pain. 
Hofmann (54) used histoplast on seventeen 
cases and found it to exert a favorable influence 
upon early furuncles. Saalfeld (106) and Kleeberg 
(66) also recommended histoplast. Stajano 
and Hormaeche (116) apply to furuncles a gauze 
dressing impregnated with an antistaphylococcus 
vaccine with a concentration of about 10,000 
million per cubic centimeter which is made from 
cultures of staphylococcus aureus taken from 
furuncle pus. They claim that the use of this 
vaccine results in abortion of the infection in 
many cases and in suppuration and resolution 
within twenty-four hoursin others. Wiegand (121) 
describes a salve called “staphimun” which he 
rubs into furuncles to cause ‘‘Simultan-Immuni- 
siering.”” Griesbach (38) uses ‘cuti-leukogen- 
guttaplast” on water-proof gutta percha to- 
gether with internal injections of “staphyloya- 
tren.” 

Vaccines have long been employed in the 
treatment of furunculosis. They are of the auto- 
genous and polyvalent varieties. The autogenous 
vaccines are prepared from cultures made from 
the patient’s furuncle and are useful in about 50 
per cent of the cases to prevent the development 
of other boils. Gruca (42) has had a very favor- 
able experience in 120 cases with the vaccine 
treatment combined with ‘“‘opsonogen.” In 
severe cases, such as orbital furuncles and furun- 
cles of the upper lip, he used 500 million staphyl- 


ococci the first day, 750 million the second, 
1,000 million the third, and 1,000 million the 
fourth. 

A hopeful aspect of furunculosis is the possible 
relation of the condition to an excess of carbo- 
hydrates. The severity of furunculosis in the 
presence of diabetes is well known, but even 
when the urine is sugar-free, it is possible that a 
high normal blood sugar may increase the liability 
to furunculosis. On the basis of self experience, 
Pfahler (97) immediately reduces the carbohy- 
drate diet to a minimum on the appearance of a 
boil. Bieber (3), who investigated the blood 
sugar in furunculosis, has used two units of insulin 
daily for four days, and says that in four days 
the furuncles disappeared. Stormer (117) reports 
good results in furunculosis from the use of 
twenty to eighty units of insulin daily. 

Ravant and Huguenin (102) report a case of 
recurring furunculosis which was completely 
cured by increasing injections of first autogenous 
and then heterogenous blood. Lotsch (87) men- 
tions the injection of autogenous blood in the 
thigh. The ingestion of beer yeast was thought 
to exert a favorable influence on furuncles, but 
this method of treatment has fallen into dis- 
favor. 

In 1925, Bier (4) reported the successful treat- 
ment of twenty-eight out of thirty-five cases of 
furunculosis by homeopathic doses of sulphur 
administered internally. He recommended one 
tablet containing o.1 mgm. of sulphur iodide three 
times daily, one-half hour before meals. Accord- 
ing to Zieler (126), Bier’s method has a favorable 
influence on furuncles and abscesses of sweat 
glands. Zieler uses 0.1 mgm. of sulphur iodide 
(sulfjodat) which is made by mixing together 
sulphur iodide, D3 0.1 mgm., and sulphur iodide 
D6, 0.ccor1 mgm. Heinemann (46) reports success- 
ful self experience with the Schwahe sulphur 
iodide D3 tablets. 

Heulten (47) has found homeopathic doses of 
sulphur useful in furunculosis of the external 
auditory meatus. Freeman (29) advises 1/6 gr. of 
calcium sulphide three times daily. 

Oliver (95) gives one capsule containing 3 gr. 
of bisulphate of quinine three times daily for 
two days, and then two capsules for two days, 
three capsules for two days, four capsules for two 
days, and finally five and six capsules each for 
two days. 

Of considerable interest is the treatment of 
staphylococcus infections with tin and its com- 
pounds. Tin was first recommended in 1917 by 
Frouin and .Gregoire (34) who had observed that 
the tin workers of Beauce, France, seldom suffer 
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from carbuncles and that tin powder is a popular 
remedy for the disease in that district. After 
various experiments they claimed that tin, its 
chloride or its oxide, when added to ordinary 
bouillon culture medium, strongly inhibits the 
growth of the staphylococcus under anaerobic 
conditions; under aerobic conditions, the growth 
of staphylococcus is not hindered, but the viru- 
lence of the organism is diminished. The intra- 
venous injection of the chloride or hydroxide of 
tin into rabbits twelve hours after the intra- 
peritoneal injection of the virulent staphylococcus 
retarded the death of the animals for several 
days. Frouin and Gregoire conclude: (1) that 
metallic tin and tin oxide were absorbed by the 
digestive tract; (2) that tin was innocuous to the 
ingesting animal: (3) that tin had a beneficial 
effect on staphylococcus semticemia, and (4) 
that the bactericidal action of tin and its com- 
pounds justifies its use for patients with staphyl- 
ococcus infections. More recently, Rico (103) 
concluded, after experiments, that the action of 
tin, the protoxide of tin and the bisulphate (?) of 
tin on the staphylococcus in vitro is extremely 
doubtful. Poliakoff (99) investigated the ability 
of the blood to destroy bacteria following the 
administration of tin in the form of stannoxy]l, 
using the method of Wright. He found that, at 
least in healthy persons, stannoxyl causes no in- 
crease in the power of the blood to destroy 
bacteria. 

Frouin (33) studied the effects of tin adminis- 
tration in animals. He found tin in the urine 
twenty-seven days after its administration by 
mouth had been stopped. His experiments appar- 
ently justify the use of stannoxyl in staphylococ- 
cus infections. 

Gregoire and Frouin (37) produced in stannoxyl 
a compound composed essentially of metallic tin 
and tin oxide. They state that they used it suc- 
cessfully in fifty cases of furunculosis and believe 
that it hasa specific action upon the staphylococ- 
cus. Other clinical reports are not lacking. Hude- 
lo (56) reported six cases of furunculosis cured by 
stannoxyl. In one of these, a case of axillary 
adenitis, vaccines had failed to cause improve- 
ment. Bruhl and Michaux (7) used, for three 
years, with favorable results, intramuscular in- 
jections of colloidal tin. Phocas (98) reported 
that cases with suppurating wounds which gave 
staphylococci in cultures were made culturally 
negative by the administration of tin. Compton 
(16) successfully treated five cases of furunculosis, 
one case of acne, and one case of infective derma- 
titis with stannoxyl. The dose of stannoxyl is 
0.5 to 1 gm. (four to eight tablets) daily. Comp- 





ton’s patients took, in all, from 20 to 410 tablets. 
Morland (92), after acquiring his third carbuncle, 


took six tablets of stannoxyl. The infection bega: 
to diminish on the second day and the lesion 
disappeared without opening in ten days. Hudelo. 
Montlaur, and Drouin (57) believed that the tin 
should be in a lipoid medium; in this form it 
seemed to be a specific against furunculosis. In 
1925, Poliakoff (99) reported in detail five cases 
of furuncles treated successfully with stannoxy]. 
Levy (83) praised the action of tin in the form of 
“hordostan.” In the cases of forty children 
under twelve years of age who were suffering from 
hordeolum he gave from one-half to one tablet 
two to three times daily by mouth. 

The use of manganese in infections has at- 
tracted considerable attention in the British |it- 
erature. Manganese is not bactericidal in vitro 
(Martindale, 89), and its beneficial action is 
thought to be a vital one as it is believed to act 
as an oxidizing catalyst or oxidase. Watson- 
Williams (120) used manganese in the form of 
one per mill. colloidal suspension and in a dosage 
of 0.5 to 5 c.cm. He reported nine cases to show 
that manganese “powerfully increases the resist- 
ance of the tissues to antral as to any other 
local infections.” In 1923, McDonagh obtained 
excellent results from injections of manganese 
butyrate in the treatment of whitlow, septic 
perforating ulcer of the foot, double quinsy, 
vaccination erysipelas, and multiple mastitis. 
He praised its action in boils, carbuncles, and 
gonococcal urethritis. Young (124) speaks of the 
“dramatic results” from intramuscular collosol 
manganese injections, and reports a case in which 
the collosol manganese was administered by 
mouth. To an infant of eighteen months, with 
boils, he gave 4 minims of collosol manganese in 
water three times daily by mouth after food. 
At the end of three days the development of boils 
was arrested, but the dosage was increased to 5 
minims three times a day for three days, to 6 
minims three times a day for three days, and 
finally to 7 minims three times a day for three 
days. 

Wilmoth (122) believes that ro gr. of sodium 


‘citrate four times a day will liquefy the secretion. 


Ferguson (26) is of the opinion that mercury 
stimulates the production of white blood cells. 
He reports about fifty cases of furunculosis bene- 
fited by from one to three injections of 1 gm. of 
mercury salicylate given intramuscularly. Harris 
(44) reports a case of nasal furuncle which had 
been incised with a resulting septicemia. The 
condition was successfully treated by the injec- 
tion of mercurochrome. Jarrell (<9) had a case of 
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blood-stream infection due to a carbuncle. Blood 
culture showed staphylococcus aureus. Two 
days after the intravenous injection of 15 c. cm. 
of 1 per cent mercurochrome, the blood culture 
was negative. Nine days later, pneumonia de- 
veloped and again the blood culture was positive. 
Twenty cubic centimeters of 1 per cent mercuro- 
chrome were then given intravenously. Recovery 
followed. 

Klingmueller (68) uses subcutaneous injections 
of olobiutin (a 10 per cent oily turpentine solu- 
tion). 

Non-specific protein therapy has been advo- 
cated. Aolan has been used. Ziemann (127) em- 
ployed intravenous injections of yatren-casein, 
an antiseptic and bactericide composed of iodine, 
(five parts) oxychinolin (eight parts), and sul- 
phonic acid (seven parts) combined with sodium 
bicarbonate to neutralize the acid radical. It may 
be used externally, orally, intravenously, or sub- 
cutaneously. 

Increase of elimination by laxatives, increase 
of fluid ingestion, and bodily and local rest are 
to be advised. 

When incision or injection is decided upon 
in the treatment of furuncles and carbuncles, 
a choice of anesthetic must be made. Ethyl 
chloride, recommended by Franke (27), is useful, 
but must be properly applied to produce a good 
anesthesia and to prevent the very marked 
danger of gangrene. The injection of a local 
anesthetic is approved by Freeman (29) and 
Farr (25), but is disapproved by de Takats (19). 
Axhausen (1) uses novocain before “glow-needle” 
therapy. Sometimes it is possible to block the 
sensory nerves supplying the infected area by 
local anesthesia. For anesthesia of lip and nose 
furuncles, Klinger (67) has injected 1 per cent 
novocain into the supra-orbital nerves. Wilmoth 
(122) uses hyoscine-morphine anesthesia. Nitrous 
oxide or ethylene are probably the best. 

Griffiths (39) outlines his treatment of car- 
buncles as follows: 

1. General treatment: (a) measures to increase 
the patient’s resistance to the spread of infection; 
(b) elimination of toxins; (c) induction of sleep. 

2. Local treatment: (a) relief of pain; (b) remov- 
al of necrotic tissue; (c) arrest of infection in 
surrounding parts; (d) epithelization of raw 
surface after separation of sloughs. 

Chiari (14) outlines the following treatment of 
lip furuncles: 

Mild cases: (1) heat; (2) rest; (3) prohibition of 
speech; (4) fluid nourishment; (5) with the ap- 
pearance of fluctuation, a small incision with 
the cautery. 


Transitional cases: (1) autogenous blood injec- 
tions; (2) simple central cauterization; (3) hyper- 
zmia; (4) special heat. 

Severe cases: (1) autogenous blood injections; 
(2) hyperemia; (3) splitting thermocautery in- 
cision (within the infected area). 

Carp (13) studied 153 cases of carbuncles at 
the Presbyterian Hospital, New York, in an effort 
to compare the merits of four different methods 
of treatment, viz.: (1) X-ray irradiation plus 
accessory therapy; (2) surgery plus accessory 
therapy; (3) conservative treatment; and (4) 
blood circuminjection without accessory treat- 
ment. Because of the dissimilarity of carbuncles 
and the lack of a definite scheme of tabulation, it 
is extremely difficult to compare methods of 
treatment. He presents the following conclusions 
for consideration: 

1. In large carbuncles, diabetic and non- 
diabetic, the treatment of choice is radical sur- 
gery. 

2. In small, superficial carbuncles and in some 
large carbuncles, including those of the face, X- 
ray therapy as an aid to conservative therapy 
(poultices, carbolization, etc.) has given good re- 
sults. If, however, improvement does not occur 
in from three to four days, other measures (sur- 
gery, circuminjection of autogenous blood) are 
indicated. 

3. In diabetic carbuncles, the prompt estab- 
lishment of free drainage is essential to prevent 
spread of the infection. X-ray therapy without 
surgery is contra-indicated. 

4. Circuminjection of autogenous blood may 
be used in selected cases and is a valuable adjunct 
to the treatment of accessible spreading infec- 
tions by any other method. 

5. There has been no proof in the clinical cases 
analyzed in this series that X-ray therapy alone 
effected a cure. Reports in the literature seem to 
confirm this experience. 


SUMMARY 


Each furuncle and each carbuncle is a problem 
in itself. There are no inelastic rules governing 
the treatment of these types of infection. In 
but few surgical ailments is a like amount of 
judgment and experience required to make an 
accurate diagnosis of the type of the lesion, its 
state of progress, and the most appropriate form 
of treatment. The high morbidity of furuncles 
and carbuncles and the mortality of the latter, 
particularly those on the face, demand the most 
serious thought and discrimination in the choice 
of treatment. The surgeon must have a thorough 
appreciation of the underlying pathology and 
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physiology. He must keep in mind the risk to the 
patient, the amount of pain, and the duration 
and expense of the treatment. In our present 
state of knowledge, the safest treatment is that 
which best brings about localization of the infec- 
tion if possible, effective drainage, and rapid 
healing. Many of the newer methods proposed 
are well worth study, but have not yet been used 
in a sufficient number of cases to prove their 
value. 

Surgeons will await with interest further re- 
ports on autogenous blood circuminjection and 
the criteria which govern its use. The adminis- 
tration of tin is so simple that it would doubtless 
be widely adopted if more recent and more 
abundant reports of its usefulness were available. 
The danger of traumatism to necrotizing infec- 
tions from premature or ill-advised incisions has 
become a matter of more general knowledge. 

“In large carbuncles, diabetic and non-diabetic, 
the treatment of choice is radical surgery.” (13) 
Most furuncles are best treated by conservative 
measures (hot, moist dressings, softening ingre- 
dients, carbolization, etc.) until they discharge 
spontaneously or until fluctuation indicates incision 
and drainage. In certain small carbuncles, conserv- 
ative measures are justifiable for from twenty-four 
to forty-eight hours. If there is no improvement at 
the end of that time, surgery is to be advised. 
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Hahn, E. V.: Sinus Pericranii (Reducible Blood 
Tumor of the Cranium): Its Origin and Its 
Relation to Hzemangioma and Abnormal 
Arteriovenous Communication; Report of a 
Case. Arch. Surg., 1928, xvi, 31. 


‘“‘Sinus pericranii” is the name most frequently 
used in European literature to designate a blood 
cyst or hemangioma of the pericranium communi- 
cating with an intracranial blood sinus by one or 
more abnormal foramina in the skull. The condition 
was discovered and named by Stromeyer. 

Clinically it is characterized by a soft, com- 
pressible, fluctuant swelling that is increased in size 
by the dependant posture, coughing, crying, and 
digital compression of the jugular veins. In some 
cases the lesion may not be apparent unless some of 
the factors that increase intracranial venous pressure 
are active. The mass may be bluish and may be 
easily mistaken for a meningocele. The roentgeno- 
gram generally shows an area of rarefaction in the 
skull. 

Moderate pain is the only symptom. The lesion 
may occur at any age. It is relatively unusual, but 
doubtless has sometimes been described under other 
names. The author urges the consistent use of the 
name ‘“‘sinus pericranii.”” In a review of the litera- 
ture he was able to find eighty-six cases. In this 
article he reports a case in which surgical removal 
effected a permanent cure. Electrocoagulation was 
used to control bleeding from the emissary veins. 

Hahn suggests that the lesion may originate by 
the formation of abnormal arteriovenous commu- 
nications. According to his theory, insignificant 
trauma may be the predisposing factor. The small 
fistulae, once established, cause dilatation and 
tortuosity of the veins subjected to the abnormal 
pressure. Gradually other fistule form, and soon 
congeries of vascular channels appear in which veins 
and arteries cannot be differentiated. Bone absorp- 
tion follows as a result of dilatation of the emissary 
veins, and the process spreads into the diploic 
veins, causing constant pressure. 

Morris A. Stocum, M.D. 


Moulonguet, P., and Peynet, A.: Mixed Tumors of 
the Face (Des tumeurs de la face). Ann. d’anat. 
path., 1927, iv, 957. 

Moulonguet and Peynet report seven new cases 
of mixed tumors of the face and review nine cases 
from the literature. Histological examination shows 
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that these tumors have the same structure as the 
familiar mixed tumors of the salivary glands and 
palate. The authors review the theory of their 
branchial origin, the theory of their salivary origin, 
and the theory attributing them to embryonic 
rests. The last theory is applicable to all cases, 
salivary and palatal as well as facial. It is supported 
by the situation of the sixteen tumors described 
(along the course of the frontal, mental, inter- 
maxillary, and lachrymonasal embryonic fissures) 
and by the not infrequent coexistence of a congenital 
malformation and a mixed tumor of the face. The 
enclosure of the tissues, which forms the matrix 
of the mixed tumor, takes place very early, in- 
volving cellular elements which are still scarcely 
differentiated. 

As mixed tumors of the face have a favorable 
prognosis, they should be treated by conservative 
surgical exeresis. 

The article is supplemented by schematic draw- 
ings and a bibliography of twenty references. 

ANNA L. PACE. 


Bass, M. H.: Acute Osteomyelitis of the Superior 
Maxilla in Young Infants. Am. J. Dis. Child., 
1928, xxxv, 65. 

Acute osteomyelitis of the superior maxilla in 
infancy occurs most frequently between the second 
week and the ninth month of life and develops 
suddenly. The first signs of the condition are usu- 
ally redness and swelling of the lids and periorbital 
tissues of one eye. The lids become puffy and a 
purulent conjunctivitis may be present. The orbital 
swelling may increase to such an extent as to give 
rise to exophthalmos. 

In the majority of cases the inflammation goes on 
to localization below the inner canthus of the eye, 
where an abscess may form and rupture, leaving a 
fistula discharging on the face. At the same time, 
a thick, purulent, nasal discharge appears on the 
affected side. When the mouth is inspected, swell- 
ings are seen along the upper gum, usually about 
where the canine teeth will erupt, and also on the 
hard palate. These swellings either rupture spon- 
taneously or require incision. They discharge a 
creamy pus containing particles of bone. The dis- 
charge of unerupted teeth from these sinuses is 
characteristic. When the alveolar sinuses are 
probed, the instrument enters a large cavity, on the 
walls of which bare bone is encountered. 

The entire process takes place within a few days, 
and during this time the infant appears very ill 
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The temperature is irregular, convulsions frequently 
occur, and there is marked anorexia and difficulty 
in nursing due to the pus in the nostril. 

The lesion may heal with or without the persis- 
tence of discharging sinuses or the development of 
secondary purulent foci, or death may result before 
secondary foci have time to develop. 

The author reports two cases, both of which were 
due to the staphylococcus aureus. 

Joun H. Gartock, M.D. 


EYE 


Cohen, M., Killian, J. A.. and Kamner, M.: Com- 
parative Chemical Studies of the Ocular Fluids, 
of the Cerebrospinal Fluid, and of the Blood. 
Arch. Ophth., 1928, |vii, 59. 


The depression of the freezing point was deter- 
mined in nine specimens of vitreous filtrate, nine 
specimens of aqueous humor, and three specimens of 
cerebrospinal fluid of oxen, all taken immediately 
after death, and from the data obtained the osmotic 
pressure and molar concentration were calculated. 
The freezing-point depression and osmotic pressures 
were found to be almost identical. The molar con- 
centrations being similar, it is a problem to explain 
why the vitreous has a greater viscosity than the 
aqueous humor or cerebrospinal fluid. 

The viscosity of blood serum, vitreous filtrate, 
aqueous humor, and cerebrospinal fluid of the ox, 
and of water were determined. Aqueous humor and 
cerebrospinal fluid have viscosities slightly greater 
than the viscosity of water, and with rising tempera- 
tures their curves decline parallel with that of water. 
The viscosity of vitreous filtrate approximates that 
of blood serum. Blood contains 200 times more pro- 
tein than vitreous filtrate, and the latter has a pro- 
tein content comparable with that of aqueous humor 
and cerebrospinal fluid. Hence the protein contents 
of these fluids cannot be the sole factor determining 
their viscosity. 

The calcium content of vitreous filtrate and of 
aqueous humor is greater than that of cerebrospinal 
fluid. In a comparison of certain inorganic com- 
pounds in vitreous filtrate, aqueous humor, and 
cerebrospinal fluid of oxen, it was found that the 
average content of chlorides and sodium in the cere- 
brospinal fluid is greater than the average content 
of these substances in aqueous humor and vitreous 
filtrate; the ocular fluids contain more potassium and 
inorganic phosphorus than the cerebrospinal fluid; 
and the concentration of chlorides, sodium, and in- 
organic phosphorus in the aqueous exceeds that in 
the vitreous filtrate. 

In conclusion the authors state that because of 
the lack of uniformity in the concentration of cations 
and anions in these three fluids, it is doubtful wheth- 
er we can explain the origin of all of these fluids by a 
simple physical process of dialyzation from the blood 
plasma unless we postulate a difference in the perme- 
ability of the separating membranes. 

Lyman A. Copps, M.D. 
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Cosgrove, K. W., and Hubbard, W. B.: Acid and 
Alkali Burns of the Eye. Ann. Surg., 1928, 
Ixxxvii, 89. 

In a study of the treatment of acid and alkaline 
burns of the eye, the authors performed experiments 
on rats and rabbits. The irritants used were sul- 
phuric acid, nitric acid, phenol, sodium hydroxide, 
and ammonium hydroxide. Their findings indicated 
that, regardless of the concentration of the chemical 
and the length of time that elapses before treatment 
is given, the best results are obtained from irrigation 
and that neutralization causes definite damage. 

Vircit Wescott, M.D. 


Rosenow, E. C.: Focal Infection and Elective 
Localization in the Pathogenesis of Diseases of 
the Eye. Ann. Otol., Rhinol. & Laryngol., 1927, 
xxxvi, 883. 

The author reviews the more important clinical 
and experimental studies on the pathogenesis of non- 
syphilitic and non-tuberculous intrinsic infections of 
the eye and the requirements for the successful ap- 
plication of the methods of study. The method of 
intravenous injection of primary (often mixed) or 
freshly isolated, pure cultures of material from foci 
of infection has led to a better understanding of how 
these seemingly harmless localized areas of infection, 
often small and in obscure places, cause ocular mani- 
festations; and by this method the causative organ- 
isms usually responsible have frequently been 
isolated. 

In the light of the newer knowledge, foci of infec- 
tion, wherever found, should be looked upon as areas 
where bacteria and their toxic products are afforded 
favorable conditions for entrance into the blood or 
lymph stream, where they may acquire or main- 
tain a peculiar or relatively high invasive power. 
They make for a forced relationship between the 
parasite and host. 

The good effects commonly noted following the 
removal of foci of infection support the experimental 
findings, justify a thorough consideration of their 
existence, and call for removal or cure, as far as 
possible, of focal infection in every obscure clinical 
case. The successful application of the methods of 
study, while simple, require close coi peration be- 
tween the bacteriologist and clinician. The experi- 
mental results indicate clearly that those Jesions in 
the eye which are associated with exudation, even 
though slight, are usually due to the localization of 
microérganisms, while the milder manifestations 
may sometimes be due to the absorption of toxins 
which are formed in the focus or elsewhere and reach 
the eye in the blood stream. 

Localization of the bacteria in the eye may some- 
times be accidental and a part of other disease mani- 
festations. However, the animal experiments, now 
amply corroborated, indicate clearly that, in most 
instances, localization and growth are due to peculiar 
acquired or inherent properties within the bacteria 
themselves and the power of the microérganisms to 
localize electively, and that this is due in part to the 
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production of a toxin or poison which affects, specifi- 
cally, the tissues in which localization and growth 
occur. 

Among the microérganisms isolated which mani- 
fested the greatest elective localizing power and with 
which the common forms of diseases of the eye have 
been reproduced is a streptococcus which usually 
forms greenish or slightly hemolytic colonies on 
blood-agar and requires a reduced oxygen tension for 
its isolation, and from which autogenous therapeutic 
vaccines of great value in many cases have been 
prepared. 


Wilmer, W. H.: Clinical Aspects of Ocular Tuber- 
culosis. Arch. Ophth., 1928, lvii, 1. 


Tuberculosis was the cause of 40 per cent of cases 
of uveal inflammation, 42 per cent of cases of 
chorioretinitis, and 44 per cent of cases of choroiditis 
reviewed by the author. Cases of three types of 
ocular conditions caused by tuberculosis—anterior 
uveal inflammation, posterior uveal inflammation, 
and recurrent hemorrhages into the vitreous with 
subsequent development of retinitis proliferans—are 
reported. 

Tuberculous eye lesions not associated with other 
recognizable tuberculous lesions seem to be due to 
bacilli of a milder strain and show little tendency to 
cause total destruction of the eye. As in such lesions 
there is also less stimulation of the formation of 
antibodies and cell activity, there is a so little tend- 
ency toward spontaneous healing. Tuberculin ther- 
apy, however, has a good effect. 

When the eye is involved in general tuberculosis, 
the bacilli are more virulent and destruction of the 
eye is likely to result. 

In the diagnosis of ocular tuberculosis, 1/10,000 
mgm. of O.T. is injected intradermally and the pa- 
tient watched for forty-eight hours for local, focal, 
or general reactions. If there is no reaction, a second 
injection of 1/1,000 mgm., 1/100 mgm., 1/10 mgm. 
or I mgm. is given when there is no contra-indica- 
tion. 

The therapeutic use of tuberculin exerts a very 
beneficial influence upon the local lesion as well as 
on the general health. An emulsion of bacilli or a 
bouillon filtrate (O T.) is given in increasing doses 
twice a week. 

Foreign-protein injections are helpful. It is im- 
portant to remove other sources of infection as the 
tuberculous infection renders the eye more sus- 
ceptible to other infections. General hygienic meth- 
ods are essential. Locally, atropin should be em- 
ployed when indicated and the blood brought to the 
eye by such methods as the application of heat and 
the use of dionin. In external affections, the violet 
ray, X-ray, and radium are of value. 

Lyman A. Copps, M.D. 


Bledsoe, R. W.: Perithelioma of the Orbit. Am. J. 
Ophth., 1928, xi, 3 s. 21. 

The patient whose case is reported was a boy 

eleven years of age, who presented a swelling of the 
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right upper eyelid. The skin was loosely attached 
to a hard nodular mass. At operation, the mass was 
found to be a perithelioma apparently springing 
from the roof of the orbit. Soon after its removal it 
recurred. A second operation resulted in sympto- 
matic relief, but was followed by a second recurrence. 
The orbit was then exenterated for the relief of pain, 
but the tumor again recurred very rapidly. Post- 
mortem examination revealed extensive intracranial 
masses of tumor but no other metastases. 
SAMUEL A. Durr, M.D. 


Térék, E.,, and Redway, L. D.: A Preliminary 
Report of Three Cases of Keratoconus. Arc/:. 
Ophih., 1928, vii, 19. 

The authors report three cases of keratoconus in 
which a very complete study was made with refer- 
ence to endocrine function. All of them showed a 
slight decrease in the metabolic rate, areas of rare- 
faction in the cranial bones, and a decrease in the 
hemoglobin and cell count. 

From these findings the authors conclude that 
hypofunction of the internal secretory glands and 
a change in calcium metabolism may be etiological 
factors in keratoconus. 

The administration of thyroid extract was fol- 
lowed by improvement of vision although no changes 
in the characteristics of the keratoconus were noted. 

Lyman A. Copps, M.D. 


Morgan, O. G., and Howitt, F. D.: The Application 
of Heat by Diathermy in Iridocyclitis. Proc. 
Roy. Soc. Med., Lond., 1928, xxi, 414. 

The authors express surprise at the fact that 
although diathermy has been found of value in the 
treatment of inflammations elsewhere in the body, 
little use has been made of it in inflammations of the 
eye. As diathermy is not heat by conduction or 
radiation, all of the tissues between the two elec- 
trodes reach the same temperature as soon as the 
current passes, and short applications of diathermy 
are equivalent to very long applications by the 
older methods. Heat dilates the vessels and pro- 
motes rapid circulation, and many microérganisms 
are affected by a rise in the temperature above 42 
degrees C. Diathermy raises the temperature of 
the whole eye to about 48 degrees C. 

In fourteen cases of iridocyclitis in which the 
authors used diathermy the treatment was followed 
by diminution of the pain and ciliary congestion, 
disappearance of the keratitis punctata, and reduc- 
tion in the tension. Vircit Wescott, M.D. 


Ellis, Z. H.: Non-Operative Treatment of Cataract, 
with a Report on Lens-Antigen Treatment. 
Arch. Ophth., 1928, lvii, 46. 

Ellis discusses the work of Davis, and Guyer and 
Smith. Davis reported improvement in cases of 
cataract from treatment with lens antigen. Guyer 
and Smith found that when lens tissue of rabbits 
and mice is injected into fowls it causes the pro- 
duction of antibodies, and that when the serum of 
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these fowls is re-injected into rabbits and mice it 
may attack the lens of the young in utero. It has 
no effect upon the lens or other orbital contents of 
the mother. Davis suggested that a solution of the 
emulsified lens of an animal injected into man 
might cause the active formation of antibodies 
which will cause the absorption of lens opacities. 
The author treated the following types of cata- 
racts according to Davis’ directions: traumatic, two; 
cortical, fifteen; sclerosed nucleus, five; diabetic, 
four; and cataract complicating glaucoma, one. In 
fourteen cases, the cataract progressed, and in 
thirteen, no change in its progress was noted. In 
no instance was there any absorption of the catar- 
act or improvement of vision. 
Lyman A. Copps, M.D. 


Sowers, A.: Retinitis Punctata Albescens. Am. 
J. Ophth., 1928, xi, 3 s. 4. 

Sowers reports two cases of retinitis punctata 
albescens in members of a family described by 
Lauber seventeen years ago. In both cases, good 
vision had been retained but there was hemeralopia. 
The fundus picture was practically unchanged. 

The condition is familial, congenital, and_ bi- 
lateral, and occurs in negroes as well as white per- 
sons. Consanguinity is an important factor in its 
development. Hemeralopia is found in two-thirds 
of the cases. 

The author discusses the differential diagnosis. 
He states that treatment with arsenicals and mer- 
cury is said to be beneficial. 

SAMUEL A. Durr, M.D. 


Jones, L. W.: Retinitis with Massive Exudates. 
Am. J. Ophth., 1928, xi, 3 s. 1. 


The author reports a case of retinitis with massive 
exudate and small changes in the blood vessels in the 
right eye of a boy, nine years of age, whose only com- 
plaint was a swollen cervical gland. The retina ap- 
peared to be detached along the course of the inferior 
temporal branch. The general physical examination 
was entirely negative. 

Following a review of the literature, Jones states 
that in von Hippel’s disease the prominent feature 
is the blood-vessel change, whereas in Coat’s disease 
it is the exudate, but the two conditions seem to be 
very similar. In conclusion, he cites several cases in 
which improvement seemed to follow the injection 
of tuberculin though there was no visual change. 

SAMUEL A. Durr, M.D. 


Paterson, J. V.: The Etiology, Diagnosis, and 
Prognosis of Optic Neuritis. Brii. M.J., 1927, 
ii, 863. 

Rénne, HL: The Nomenclature of Optic Neuritis. 
Brit. M. J., 1927, ii, 866. 

Ballantyne, A. J.: Optic Neuritis as an Aid to 
Diagnosis. Brit. M. J., 1927, ii, 869. 


’ 


PATERSON states that by the term “optic neuritis’ 
the oculist usually means a certain type of morbid 
change which he sees in the optic disk. (£dema and 
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inflammatory changes involving parts of the optic 
nerve other than its distal end, he calls “‘retrobulbar 
neuritis. ” 

In Paterson’s opinion, the classification of cases 
of optic neuritis should be based upon a study of the 
body as a whole and not on the ophthalmoscopic 
picture alone. When the condition is studied from 
this angle, the cases associated with intracranial 
pressure will be found to form a class by themselves 
not only on account of the disk changes but also on 
account of the absence of pronounced visual dis- 
turbances in the early stages. 

In the study of the disk changes, the use of the 
Gullstrand ophthalmoscope is of the greatest im- 
portance. Any noteworthy defect of central vision 
should be carefully investigated. In the determina- 
tion of the site and extent of the intracranial dis- 
turbance a careful study of the visual fields may be of 
great aid. The results of lumbar puncture, X-ray 
examination, the Wassermann test, and the neuro- 
logical examination must also be taken into con- 
sideration. 

Cases of increased intracranial pressure with 
changes in the disk should be operated upon early 
in order that the patient may have the best possible 
chance of retaining vision. When once the stage of 
optic atrophy is reached, operative treatment is 
disappointing. Medical treatment seems to offer a 
prospect of cure only in definitely luetic cases. 
Prolonged increased intracranial pressure is caused 
mainly by brain tumors, cysts, abscesses, gumma- 
tous or tuberculous nodules, intracranial aneurisms, 
extravasated blood, sinus thrombosis, meningitis, 
and deformities of the skull. 

Optic neuritis not accompanied by increased in- 
tracranial pressure is due primarily to inflammatory 
processes in the nerve or its sheath which may lead 
directly or indirectly to changes in the disk. This 
type does not present the transparent glassy swelling 
of the papilla so characteristic of the oedema accom- 
panying increased intracranial pressure. The disk 
rapidly becomes less transparent and the lamine 
become invisible. The roots of the vessels are veiled 
by swollen nerve-fiber tissue. This veiling extends 
some distance from the disk. The color of the disk 
is more intensely red, the veins are apt to be dis- 
tended, and the arteries are small. Central scotoma 
with failure of vision is common and depends upon 
the presence of inflammatory foci in the course of 
the nerve. In a large group of cases the condition is 
due to toxins in the blood and the course and prog- 
nosis seldom appear to be modified by the presence 
or absence of visible changes in the disk. In the 
early stages these changes are usually absent and the 
diagnosis must be made from a careful study of the 
visual disturbances, the history, and the general 
symptoms. Asa rule only one eye is affected. 

Among the well-established causes of retrobulbar 
neuritis, disseminated sclerosis holds first place. 
There are a large number of acute cases whose origin 
is not known. Retrobulbar neuritis is believed by 
many to be due to involvement of the optic nerve 
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by inflammation of the posterior nasal sinuses, but 
in the author’s opinion this theory does not apply to 
the common acute retrobulbar neuritis. 

In a small group of cases of retrobulbar neuritis 
the cause is an inflammation in the anterior segment 
of the eyeball, gross vascular disease, or so-called 
neuroretinitis. The latter is usually the result of 
systemic poisoning such as occurs in Bright’s disease 
and diabetes. 

RONNE states that the terms “choked disk” and 
“neuritis optica” are used chiefly as morphological 
expressions. The former is employed to indicate the 
swollen neuritic disk in which the limit of swelling is 
fixed at an elevation of not less than 2 diopters. 
This distinction is of importance because the 
swollen disk is frequently a sign of intracranial 
hypertension. However, the problem of interest to 
the neurologist is not the degree of the swelling but 
whether the neuritic change of the disk andthe 
cedema indicate disease of the brain with increased 
intracranial pressure or local inflammation of the 
trunk of the optic nerve. It is not always easy to 
decide whether there is a primary papillary oedema 
with functional disturbance resulting from second- 
ary atrophy of the nerve fibers or whether there is a 
primary lesion of the optic nerve with secondary 
papillary oedema. 

In English it might be very well to use the term 
“choked disk” for the ophthalmoscopic morpho- 
logical condition and the term “papillary oedema” 
for the pathologico-anatomical condition, but these 
terms are not always entirely satisfactory. In 
Germany, interstitial inflammations of the optic 
nerve are expressed by the term “ papillitis. ” 

Rénne believes it is quite hopeless to attempt an 
ophthalmoscopic differential diagnosis between in- 
flammation and cedema of the optic nerve. High- 
grade papillary oedema is usually caused by in- 
creased brain pressure. As a rule, intra-ocular 
neuritis optica is the opposite of the so-called 
retrobulbar neuritis. “Intra-ocular neuritis optica” 
is an ophthalmoscopic term, while ‘‘retrobulbar 
neuritis” has become the term applied to a clinico- 
nosological group of diseases characterized by other 
features than negative ophthalmological findings in 
the papilla. Occasionally a retrobulbar neuritis may 
show the ophthalmoscopic picture of intra-ocular 
neuritis so markedly that it can be called ‘choked 
disk.” In the retrobulbar neuritis group of cases 
the author includes chronic toxic amblyopia, Leber’s 
hereditary neuritis optica, the usual acute typical 
retrobulbar neuritis, and the violent diseases of the 
optic nerve which not seldom introduce or accom- 
pany disseminated myelitis. 

Of the common clinical features of these diseases 
which belong to the retrobulbar neuritis group, the 
most constant is the negative central scotoma. The 
more acute forms are characterized by violent onset 
accompanied by pain in the temples, pain on move- 
ment of the eyeballs, and sensitiveness to pressure on 
the eyeballs. There is a more or less definite tend- 
ency toward recovery. Disseminated sclerosis may 
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be manifested both by acute diseases of the optic 
nerve and by quite slowly developing atrophy re- 
sembling intoxication amblyopia. The prognosis in 
the group of diseases under discussion is rarely quite 
hopeless but varies in accordance with the etiology 
and the clinical type of the condition. A common 
finding in these conditions is temporal pallor of the 
disks. 

The anatomical basis of the acute forms is doubt- 
less an irregular placque formation in the optic 
nerve. Studies of disseminated sclerosis, myelitis, 
idiopathic retrobulbar neuritis, and retrobulbar neu- 
ritis in cases of ethmoiditis have shown that the point 
of special interest is the relation of the axis cylinder 
and medullary sheath. In disseminated sclerosis 
and its optic nerve lesions, the medullary sheath is 
destroyed before the axis cylinder. 

A disease characterized by a tendency to attack 
the macular fibers should be termed “retrobulbar 
neuritis,’ but it must be borne in mind that not 
every disease with a normal disk and central sco- 
toma in the field is a retrobulbar neuritis. 

The peculiar condition known as ‘choked disk” 
with sudden initial blindness usually calls for 
immediate operative treatment by trephination, but 
there are cases in which recovery or improvement 
of vision occurs either spontaneously or after non- 
operative treatment. 

The question arises as to whether the sudden 
impairment of vision is a direct consequence of the 
choked disk or whether both conditions are parallel 
and relatively independent effects of the same cause 
(increased intracranial tension), or whether the 
choked disk is a result of the lesion of the visual 
path which is the cause of the impairment of vision. 
The first possibility is not likely as the increased 
intracranial tension probably causes a weakening of 
sight through pressure on the chiasma by the 
dilated third ventricle. The third possibility, that 
the papillary cedema is a result of a disease in the 
trunk of the optic nerve and therefore not analogous 
to the choked disk of brain tumor, is no doubt the 
true explanation. 

The use of the terms “choked disk,” neuritis 
optica,” and “retrobulbar neuritis” suggests that 
the conditions of the optic nerve to which they are 
applied are of different kinds, whereas these terms 
are all employed for a single etiological and clinical 
entity. The cause of the condition is to be sought in 
changes in placque formation in the optic nerve, 
possibly in the healing of old placques at the time 
that new ones are formed. Of greatest interest is the 
change in the form of the visual field. The diagnosis 
must be made from a careful examination of the 
visual fields. As spontaneous improvement fre- 
quently occurs, Rénne warns against making 4 
diagnosis of syphilis merely because a chiasmal 
hemianopsia improves under so-called diagnostic 
anti-syphilis treatment. 

BALLANTYNE states that optic neuritis is usually 
manifested by: (1) papillcedema associated with 
intracranial tumor, meningitis, and other cerebral 





ce 
di 
SV 
tu 


fr 
Wi 
th 
th 
be 
di 
m 
th 
ne 
ne 
in 
m: 
cu 


fie 
ori 
of 
otl 
in 


pe 


ma 
wa 
mt 
ma 
pol 
ret 


tre 
ad 
usl 
fro 
anc 


of | 


Fra 


pat 
tics 
efhic 
nat 


Lill 

















tic 
‘e- 
in 
ite 


on 
he 


»t- 
tic 


‘nt 
yn- 








SURGERY OF THE 


conditions, and (2) optic neuritis or neuroretinitis of 
renal disease. 

The optic neuritis of meningitis differs from 
cerebral tumor in being less prominent and more 
diffuse, but in tuberculous meningitis the disk 
swelling is apt to resemble that of intracranial 
tumor, being higher and more circumscribed. 

The optic nerve affection which has been most 
frequently reported as being found in association 
with pregnancy is chronic retrobulbar neuritis, but 
there seems to be considerable controversy regarding 
the picture and cause of this condition. Much has 
been written on the réle played by intranasal con- 
ditions in its etiology, but there is as yet no agree- 
ment with regard to the following problems: (1) 
the type of nasal disease which gives rise to optic 
neuritis; (2) the clinical characteristics of optic 
neuritis due to disease of the nose and nasal sinuses; 
(3) the period at which operative intervention is 
indicated; (4) the operation of choice; and (5) the 
manner in which operation causes improvement or 
cure. 

There is no characteristic defect of the visual 
field which distinguishes optic neuritis of nasal sinus 
origin from other types, but a careful investigation 
of the visual field may exclude pituitary tumor and 
other conditions giving rise to characteristic changes 
in the visual fields. 

Multiple sclerosis probably accounts for a larger 
percentage of cases of retrobulbar neuritis than dis- 
eases of the nasal sinuses, but since optic neuritis 
may be an isolated condition it may be necessary to 
wait a considerable time before the diagnosis of 
multiple sclerosis is confirmed by other nervous 
manifestations. Hensen has emphasized the im- 
portance of the duration of the central scotoma in 
retrobulbar neuritis due to multiple sclerosis. 

With regard to the question of the operative 
treatment of these cases, Ballantyne is inclined to 
adopt a conservative attitude. He believes that it is 
usually safe to recommend medical treatment for 
from six to eight weeks. If improvement is not noted 
and the condition of the nose is suspicious at the end 
of that time, operation is justified. 

Lesiigz L. McCoy, M.D. 


EAR 


Fraser, J. S.: A National Investigation of Oto- 
sclerosis. Proc. Roy. Soc. Med., Lond., 1928, xxi, 387. 


Fraser finds otosclerosis in about 10 per cent of his 
patients and believes it is more common than statis- 
tics indicate. On account of the great loss of national 
efficiency for which it is responsible, he urges that a 
national investigation of the condition be made. 

James C. BRASWELL, M.D. 


Lillie, H. I.: General Sepsis of Otitic Origin: 
Treatment by Blood Transfusion and Germi- 
cidal Dye. Arch. Otolaryngol., 1928, vii, 30. 

The author reports twelve cases of general sepsis 
of otitic origin treated by blood transfusion with or 
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without the intravenous injection of a germicidal 
dye. He is not prepared to say whether the com- 
bined method or blood transfusion alone is pref- 
erable as the patients who were treated with blood 
transfusion alone seem to progress as well as the 
others. 

Untoward results have been reported from the 
use of the methods under discussion, but the dan- 
ger can be reduced to the minimum if the services of 
an expert hematologist or biochemist are obtained. 
Interns and house officers are usually not sufficiently 
experienced in the use of these specialized thera- 
peutic measures. 

From his own experience and that of others, the 
author concludes that blood transfusion and the 
injection of a germicidal dye as adjunct therapeutic 
measures are rational if the cases are properly chosen 
and the agents properly prepared and administered. 
The supportive effect of blood transfusion shortens 
the convalescence, and the germicidal dye has a 
curative effect. 

Lillie neither advocates nor defends the use of 
these measures, but believes they have a place in 
the management of sepsis of otitic origin. 


NOSE AND SINUSES 


Hempstead, B. E.: Intranasal Surgical Treatment 
of Chronic Maxillary Sinusitis. Arch. Olo- 
laryngol., 1927, vi, 426. 

In the technique used by the author for the 
intranasal surgical treatment of chronic maxillary 
sinusitis, anesthesia is induced by means of cocaine- 
epinephrine mud on applicators placed in the region 
of the anterior ethmoidal nerves and the spheno- 
palatine ganglion. A pledget of cotton soaked in a 
10 per cent solution of cocaine is placed under the 
lower turbinate. The mucous membrane at the 
anterior end of the lower turbinate is injected with 
a o.2 per cent solution of cocaine. 

An incision is then made through the anterior 
attachment of the lower turbinate so that the latter 
can be broken upward and the lower meatus ex- 
posed to full view. If a flap is desired to cover the 
edge of the window, the mucous membrane, to- 
gether with the periosteum, is dissected free at the 
time. The Wilhelminsky trocar is inserted about 
half way back, and the wall is broken through. 
This allows the introduction of the cutting forceps. 
The window is enlarged posteriorly as far as desired. 
With a modified Kerrison punch, the window is 
brought far forward. If it is sufficiently large, there 
is little likelihood of its closing, particularly if the 
flap of periosteum and mucous membrane is saved 
and laid over the raw edges. An effort is made to 
make the window level with the floor of the nose. 
The edges are smoothed with either the rasp or the 
hand burr. The antrum is then cleaned with the 
suction tube, with the least possible trauma. The 
curette is not used in the antral cavity. A fair view 
of the greater part of the cavity is obtained by 
introducing a nasal speculum. 
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No packing is placed in the cavity, and further 
treatment is carried on by means of dry suction. 
Irrigation is never resorted to, as it causes a water- 
logged condition of the mucous membrane which is 
unfavorable to healing. 

Large fistula often close after the described treat- 
ment; if not, they are closed by elevating the edges 
and sliding over a flap of periosteum and mucous 
membrane from the palatal side, as advocated by 
Gardner. 

MOUTH 


Judd, E. S., and New, G. B.: Surgery in Cases of 
Intra-Oral Cancer. Radiology, 1927, ix, 380. 


The results of the treatment of intra-ora] cancer 
are dependent upon three factors: (1) the stage of 
the disease at which the patient presents himself for 
examination; (2) the activity of the growth or the 
grade of the epithelioma, and (3) the thoroughness 
of the treatment of the local lesion and the gland- 
bearing fascia that drains it. 

In the plan followed in the Mayo Clinic in the 
treatment of intra-oral cancer, the primary lesion is 
taken care of first, the nodes being removed within 
the next few days, preferably before any local reac- 
tion takes place. If the nodes are excised first, the 
change in the lymphatic drainage during the period 
between operations sometimes causes the involve- 
ment of a group of nodes that otherwise probably 
would not be affected. The difficulty of obtaining 
good exposure for the treatment of a mouth lesion 
subsequent to dissection of the neck is well known. 
In all cases except those of epitheliomata of Grade 4 
with metastasis, the gland-bearing fascia that drains 
the lesion is removed. Also in all cases, roentgen-ray 
or radium treatment is given before removal of the 
nodes, and if the nodes are involved, after their re- 
moval. If metastasis to the nodes has been clinically 
determined, the nodes are excised with the cautery 
along with the uninvolved group below. In exten- 
sive cases it is often necessary to delay removal of 
the nodes for a few weeks until the reaction from the 
removal of the local lesion clears up. 

In the treatment of cancer of the lip, the local 
lesion is removed surgically and, if the lesion is a 
large one, plastic operation is performed. Active 
lesions and those that have received much previous 
treatment are removed with cautery knife, and if the 
periosteum of the jaw is affected, surgical diathermy 
is used to destroy the periosteum as well as the sur- 
face of the bone. In the treatment of cancer of the 
cheek, cautery excision or diathermy is used for the 
local lesions, the full thickness of the cheek being 
included if necessary. Radium is used over the neck, 
and the nodes are excised as soon as the local lesion 
has cleared up enough to warrant it. 

In early cases of cancer of the tongue or the floor 
of the mouth the local lesion is removed by cautery 
excision. In advanced cases, surgical diathermy is 
used. In still more advanced cases, surgical dia- 
thermy and radium seeds are employed, and in the 
most advanced cases, radium seeds only are frequent- 
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ly used. In cases of smaller lesions, the nodes of the 
neck are removed on the following day if possible, 
before a local reaction occurs. If the mouth lesion is 
extensive, radium is used over the neck and the nodes 
are removed as soon as the local condition permits. 

In the treatment of cancer of the jaws, surgical 
diathermy is employed for the local lesion. The 
nodes of the neck are removed when the lesions are 
active or when the cheek is involved. 


NECK 


Van Den Wildenberg. L.: Deep Actinomycosis of 
the Neck and Mediastinum. Arch. Ololaryngol., 
1928, vii, 50. 

With the exception of the face, the most frequent 
site of actinomycosis, is the upper half of the neck. 
These two regions are often attacked simultaneously. 
Actinomycosis of the mediastinum is always second- 
ary. The route of penetration of the fungus, accord- 
ing to Bollinger, who first described it in 1877, is 
through a tooth, the tonsils, or the air or food pas- 
sages. When the mediastinal dome has been invaded, 
the infection, if it persists, lifts the subaponeurotic 
cellular sheaths of the greater and lesser pectoral 
muscles and may extend to form a vast ‘‘rabbit 
warren” abscess in the axillary region. 

The pus from actinomycotic lesions is characteri- 
istic. It contains ochre-yellow bodies of various 
sizes which have a grossly granular appearance. 
When these granular bodies are examined under the 
microscope after being crushed between two slides, 
the findings differ according to whether the examina- 
tion is made with a clinical specimen or with the cul- 
tured product. In the first case, the bodies consist of 
mycelial filaments with here and there small nodular 
swellings which strangely resemble spores. After 
culture, the swellings are absent and only the fila- 
mentous mycelium is found. 

The actinomycotic nodule often breaks down. 
When this occurs, the characteristic yellow granular 
bodies may be discovered. The diagnosis may be 
confirmed by making a culture on Sabouraud’s me- 
dium (gelatin, maltose, meat, and water), or may be 
based on the complement-deviation reaction. The 
serum of the person with actinomycotic parasitosis 
contains specific antibodies. 

Actinomycosis of the mediastinum has a much 
more grave prognosis than cervical actinomycosis 
because of the danger of extension to the adjacent 
organs. It has a certain tendency to progress toward 
the exterior. When it does so extend, the anterior 
thoracic wall bulges and an abscess with osteitis Is 
formed. 

The surgical treatment is relatively simple if there 
is no extension to the endothoracic organs. If the 
lungs and heart are involved, intervention by a sur- 
geon who is an expert in pulmonary and cardiac sur- 
gery will be necessary. 

The treatment consists in the opening of the foci by 
simple incision and mechanical removal of tissue 
masses with a sharp curette or scissors, followed by 
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tamponment of the cavities and fistula with iodo- 
form gauze. 

Superficial foci may be cured by potassium iodide 
alone. Potassium iodide does not destroy the fungus, 
but acts rather on the neoplastic tissues and through 
them upon the parasitic foci, causing the latter to 
break down and thereby quickly establishing drain- 
age to the surface. 

In some cases, pneumectomy has given good 
results. Morris H. Kaun, M. D. 


Sistrunk, W. E.: The Technique of the Removal of 
Cysts and Sinuses of the Thyroglossal Duct. 
Surg., Gynec., & Obst., 1928, xlvi, 109. 

Sistrunk explains the formation of cysts of the 
thyroglossal duct on the basis of an abnormality in 
the development of the duct following the descent 
of the thyroid gland. When the duct fails to close 
completely and the foramen cecum fails to remain 
open, a cyst is formed by the retained secretion. 
The cyst is always in or near the median line. 

In the technique used by Sistrunk for the removal 
of cysts and sinuses of the thyroglossal duct, the 
course of the sinus tract is outlined with injected 
methylene blue. The cyst is then exposed through 
a longitudinal excision and dissected free from the 
hyoid bone, from the center of which a small seg- 
ment is removed. The foramen cecum is then 
located and the duct and surrounding tissues are 
cored out from below upward to the foramen. 

The author gives exact directions for determining 
the course of the duct. This method obviates the 
tisk of fragmentation of the duct with retraction 
and loss of segments. 


Hertzler, A. E.: The Pathogenesis of Goiter Consid- 
ered as One Continuous Disease Process. Arch. 
Surg., 1928, xvi, 61. 

Hertzler distinguishes two main types of goiter, 
the colloid goiter, sometimes called “adolescent 
goiter,” and the toxic goiter, but he states that all 
goiters may well be considered as stages and varia- 
tions of a single thyroid disease. 

The colloid goiters show large acini filled with 
colloid. In the interstitial walls there is frequently 
cellular activity. These areas become encapsulated 
and the cell conglomerations may or may not show 
alumen. At this stage the patient may or may not 
present clinical symptoms. Macroscopically the 
surface of the gland may be smooth or bosselated. 
If the bosselations become deeper on palpation, the 
gland may appear as an adenoma though the his- 
tological structure is not changed. 

“The picture of ‘toxic adenoma’ differs from that 
of the innocent stage of the goiter only in the greater 
vascularity.” Various areas of the gland are still of 
the old colloid type. In other areas, the cellular 
activity is marked. The acute toxic stage develops 
usually in persons previously unaware of the 
presence of a goiter. In histological sections, col- 
loid areas may still be found. If there are symptoms 
of toxicity, there will be areas of proliferation, and 
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if eye symptoms are present there will be papillated 
areas. The chief change as compared with the toxic 
adenoma is that the gland becomes firmer and 
more sensitive to pressure. 

In conclusion, the author says, ‘“‘medical treat- 
ment during all except the early stages of goiter is 
as deadly as medical treatment for cancer.”’ 

F. S. Mopern, M.D. 


Sager, W. W.: Exophthalmic Goiter: Pathological 
Change as a Result of the Administration of 
Iodine (Lugol’s Solution). Arch. Surg., 1927, xv, 
878. 

Iodine in the form of Lugol’s solution was intro- 
duced by Plummer in the pre-operative and post- 
operative treatment of patients with exophthalmic 
goiter in 1922. By differentiating adenomatous 
goiter with hyperthyroidism and exophthalmic 
goiter, Plummer had made it possible to avoid the 
danger of indiscriminate use of iodine and its sub- 
sequent unsatisfactory results in cases of adeno- 
matous goiter. In an article published in 1925, 
Plummer says, “While preparing an article for 
publication in Oxford Medicine, I suddenly became 
convinced that there are many reasons why the 
action of iodine might have been misinterpreted. 
The chief of these was the lack on the part of ob- 
servers of a correlation of the fluctuating data 
throughout the course of the disease on a clear-cut 
hypothesis of the presence of two factors, whether 
or not the factors are two products of the thyroid 
gland.” He states further, ‘‘ Many reactions that 
might follow the administration of iodine were 
considered. The complete iodinization of the 
thyroxin molecule in the tissues of the body seemed 
possible but not probable. That the iodine might 
lead to more complete iodinization of thyroxin in 
the gland or that it might block its discharge seemed 
more probable. Irrespective of the degree of stimu- 
lation, the thyroid will not elaborate much of the 
abnormal secretion if a sufficient amount of iodine 
is available.” 

In this series of cases the epithelium of the acini, 
the connective tissue, blood vessels, and lympho- 
cytic cells of the stroma and the colloid found in the 
acini were studied and the results, with and without 
the administration of iodine were compared. Paraf- 
fin sections of 200 thyroids were studied; 100 of the 
patients had received Lugol’s solution and 100 had 
not. 

The most noticeable change in the thyroids after 
the administration of iodine is the increase in the 
amount of colloid. Such increase gives a histological 
picture similar to that of colloid goiter in which 
there are hyperplastic areas. The colloid also 
stains lighter and does not appear vacuolated as 
in cases of exophthalmic goiter. 

Marine and Williams, in 1908, published the 
results of a study of seventeen patients who had 
been treated with iodine pre-operatively. They 
came to the conclusion that there was an increase 
in the amount of colloid following iodinization. 
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The hyperplasia noticeably decreases after the 
administration of iodine. The word ‘‘ hyperplasia” 
is used to describe a condition in the parenchyma of 
the gland in which the number of cells appear to 
increase, although this was not proved. 

In the cases in which iodine was given and in 
those in which it was not given, the amount of 
colloid’ increased as the amount of hyperplasia 
decreased, a point mentioned in 1908 by Marine 
and Williams as true in general for thyroid glands. 

The columnar epithelium also changed after the 
administration of iodine. It was not present in as 
large quantity. There was a decided increase in the 
amount of cuboidal epithelium lining the acini, a 
certain variable percentage of which was low 
cuboidal and some of which was so flat as to lose 
even the characteristics of low cuboidal epithelium, 
the cells being low in proportion to their width at 
the base. 

In the study reported the amount of connective 
tissue as compared with the amount of parenchy- 
matous tissue and colloid seemed to be decreased 
after the administration of iodine. 

The lymphocytic areas in the gland presented the 
same anatomical picture after the administration 
of iodine as when iodine was not given. They were 
present in small nodes or without organization. 

The blood vessels seemed smaller by comparison, 
although this could not be determined with certainty 
since the change, if any, was so small as to require, 
in the larger arteries, an exact comparison of the 
same blood vessel before and after the administra- 
tion of iodine. 

Marine and Lenhart, in a discussion of the re- 
version which takes place in the thyroid in cases of 
exophthalmic goiter not treated by iodine, described 
anatomical changes that cannot be distinguished 
from the change which takes place after treatment 
with iodine, except that after treatment with iodine 
the hyperplasia seems to show a greater tendency 
to disappear without leaving any definite trace of 
its presence. 
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Bowing, H. H.: Malignant Tumors of the Thyroid 
Gland Treated by Operation, Radium, and the 
Roentgen Rays. Am. J. Roentgenol., 1928, xviii, 
501. 

In the application of radium (salt) or radon 
through drainage tubes, the strength should be about 
50mgm.orme. The filtration should be equalat least 
to o.5 mm. of silver, and, when possible, 1.0 mm. of 
brass should be used. The wall of the rubber drain- 
age tube should be at least 1.0 or 2.0 mm. thick. The 
time of application varies, being dependent upon the 
presence or absence of important structures such as 
blood vessels and nerves in the treatment field. 
Moreover, if the applicator is just beneath the skin, 
the time should be reduced at least one-third or one- 
half the average time. When surgery is contra-in- 
dicated, especially in the nodular fixed tumor, radium 
needles (salt) should be buried through the mass; 
the average dose mentioned here seems safe. If the 
tumor is of a diffuse, medullary type, radium surface 
packs or roentgen-ray treatment should be chosen. 
Surgical interference in this type should be limited 
to the removal of a specimen for study. The factors 
for radium surface treatment seem safe, but as 
erythmas have occurred, the time factor should be 
reduced to ten or twelve hours. In general, the 
surgeon should carry his procedure as far as safety 
will permit. The radiologist should give full co-oper- 
ation at the time of operation and afterwards. If 
radium is not available, roentgen-ray therapy is 
indicated as a postoperative measure. 

This brief study emphasizes that malignant goiters 
should be excised if possible and decompression fol- 
lowed by irradiation performed when necessary. In 
selected cases, the removal of adenomata of the thy- 
roid seems to be a satisfactory procedure for the pre- 
vention of malignant disease. 

All cases should be classified according to oper- 
ability and further classified as to whether or not 
the irradiation was complete or incomplete. A care- 
ful follow-up plan should be instituted in order that 
activity may be determined as early as possible. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Lillie, W. I.: Ocular Phenomena Produced by 
Basal Lesions of the Frontal Lobe. J. Am. M. 
ASsS., 1927, Ixxxix, 2099. 

The early localization of a tumor or abscess in the 
frontal lobes has been extremely difficult from the 
ophthalmological as well as the neurological stand- 
point. The usual ophthalmological findings are 
bilateral choked disks associated with good visual 
acuity and concentric contraction of the peripheral 
fields of vision. In cases of basal lesions of the 
frontal lobe there may be rather striking ophthal- 
mological findings which are exact enough to place 
the burden of localization on the ophthalmologist. 
Of a series of proved lesions of the frontal lobe, more 
than 15 per cent (thirteen of eighty-six) could be 
definitely localized from the ophthalmological 
examination, whereas the neurological data were not 
characteristic enough to show that a frontal lobe or 
which lobe was involved. Loss of the sense of smell 
occurred too rarely to be of diagnostic value. 

The characteristic feature in the exact local- 
ization of basal lesions of the frontal lobe is found in 
the perimetric fields. In seven of the fourteen cases 
reported a definite central scotoma was found on the 
side of the lesion; four of these were central scoto- 
mata and three were cecocentral scotomata. If 
pressure continues for a time, the cecocentral 
scotoma enlarges and the peripheral field becomes 
smaller and smaller until only a small peripheral 
isle of vision remains, either temporal or nasal to 
the fixation point. This type of field was found in 
three cases. If the pressure persists, complete 
amaurosis is produced on the side of the lesion, as 
was noted in one case. With bilateral or median-line 
lesions, bilateral central scotomata occur, as was 
shown in three cases of the series. In one case, com- 
plete amaurosis in both eyes was produced by a left 
basal endothelioma of the frontal lobe which pushed 
the left temporosphenoidal lobe mesially to press 
directly on the optic chiasm. This is an extraordi- 
nary complication and cannot be considered part of 
the usual ophthalmological syndrome. Chiasmal 
lesions can produce scotomatous field defects similar 
to these, but bitemporal defects for form and colors 
are associated with the scotomatous changes and 
are rarely associated with choked disks. 

lhe fundal changes are not so characteristic. In 
seven cases there were bilateral choked disks, while 
in only four was there a normal or pale disk on the 
side of the lesion with an associated choked disk on 
the opposite side. In the three other cases, the 
condition of the fundi varied from bilateral pallor 
of the disks with some blurring to a slight blurring of 
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one disk and a definite choked disk on the opposite 
side. Apparently there is no definite sequence in the 
development of the choked disk or pale disk, as ina 
few cases the fundi were found absolutely normal at 
one examination and a few days to a week later an 
early choked disk was found, either beginning on the 
side of the lesion before the opposite side was 
affected or just the reverse. Again, the normal disk 
had become pale without evidence of cedema of the 
disk developing on the side of the lesion. Nine of the 
fourteen cases showed evidence of bilateral oedema 
of the disk during the period of observation, a fact 
suggesting that a retrobulbar picture with a con- 
comitant choked disk is not the usual condition. 

The author draws the following conclusions: 

1. Basal lesions of the frontal lobe can be local- 
ized accurately from the ophthalmological exam- 
ination. 

2. Ina unilateral lesion, a homolateral central or 
czcocentral scotoma associated with a normal, pale, 
atrophic, or choked disk with contralateral normal 
central vision and choked disk is characteristic. 

3. Ina bilateral lesion, bilateral central or cxco- 
central scotomata are present in association with 
bilateral choked disk. 

4. Basal lesions of the frontal lobe are common 
(15 per cent), and can be diagnosed as readily and 
as accurately ophthalmologically as lesions of the 
optic chiasm. 


Sharpe, W.: Observations Regarding Ventricular 
Punctures. Aum. Surg., 1928, |xxxvii, 1. 

While appreciating the value of Dandy’s trans- 
cortical ventricular puncture for the localization of 
intracranial lesions, Sharpe calls attention to the 
dangers of the procedure and recommends that it 
be used only when a remediable condition is sus- 
pected but cannot be localized by other methods. 

Leo M. Davinorr, M.D. 


Goette, K.: Roentgenological Visualization of the 
Cerebellum (Ueber roentgenologische Klein- 
hirndarstellung). Acta radiol., 1927, viii, 340. 

Goette states that satisfactory roentgenograms 
of the cerebellum can be obtained after puncture of 
the cistern with the head bent forward. It is still 
to be determined, however, whether this method 
will prove of value in diagnosis. 

A case of cyst of the cerebellum in which roent- 
genograms were made in this way is described. 
Moersch, F. P.: Tumors of the Brain and Syphilis. 

Am. J. M.Sc., 1928, clxxv, 12. 
Neither the serological data, the condition of the 


fundus, nor any one cardinal symptom is pathog- 
nomonic of brain tumor or syphilis. 
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The presence of a choked disk cannot be accepted 
as pathognomonic of brain tumor either in the 
presence or absence of positive reactions of blood 
and spinal fluid. In such cases a diagnosis should be 
attempted only if there is no response to a thera- 
peutic test, assuming that the patient is seen at a 
time when a therapeutic test is possible. 

Tumor of the brain is sometimes incorrectly 
diagnosed as syphilis because of: (1) a positive 
Wassermann reaction of the blood; (2) a positive 
Wassermann reaction of the blood and spinal fluid; 
(3) a positive Wassermann reaction of the blood 
and an unusual condition of the spinal fluid; (4) a 
negative Wassermann reaction of the blood but a 
positive reaction of the spinal fluid; or (5) a nega- 
tive Wassermann reaction of the blood but an 
unusual condition of the spinal fluid. 

The diagnosis is frequently made because of 
choked disk in spite of serological changes. The 
incidence of choked disk in cases of syphilis is such 
that the finding of choked disk in cases of suspected 
brain tumor should not be accepted as a positive 
differential point. 


Craig, W. McK.: Malignant Intracranial Endo- 
theliomata. Surg., Gynec. & Obst., 1927, xlv, 760. 


Intracranial endotheliomata are not always be- 
nign. A small percentage are malignant. The de- 
gree of malignancy is judged from the amount of 
cellular differentiation and mitosis and the tendency 
of the cells to arrange themselves in regular forma- 
tion. The malignancy is graded from 1 to 4. 

Tumors graded 1 are the least malignant and are 
characterized by more complete differentiation of 
the cells, fewer mitotic figures, and a more distinct 
tendency to form whorls and psammoma bodies. In 
tumors graded 2 and 3 the miscroscopic picture be- 
comes more cellular and less regular as regards struc- 
ture, and mitosis is more common. The most malig- 
nant tumor (graded 4) is not regular structurally, 
the cells being undifferentiated and mitotic figures 
being scattered throughout. 

From the surgical standpoint, these malignant 
endotheliomata, if they have not invaded surround- 
ing structures, are comparable to such malignant 
tumors elsewhere in the body; if they are completely 
removed, a definite cure is effected. However, when 
they have broken through their capsule and have 
invaded the surrounding tissues, the grade of malig- 
nancy indicates the likelihood of recurrence, and if 
they are incompletely removed the grade of malig- 
nancy indicates the time element involved in this 
recurrence. Endotheliomata that have existed for a 
short time with rapidly progressing symptoms re- 
quire early and complete removal, since they will 
probably prove malignant in Grades 3 or 4. 


Elsberg, C. A.: The Dura Mater in Cranial Decom- 
pressive Operations. Ann. Surg., 1928, |xxxvii, 15. 


Elsberg calls attention to the feasibility, in de- 
compressive operations, of splitting the dura into an 
outer and inner layer. When this is done, the thicker 
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outer layer may be removed and the thin, elastic 
inner layer left to protect the brain from injury or 
adhesions. The compressed brain may then expand 
to the same degree as when the dura is completely 
opened but the decompression will occur more 
slowly. In cases in which excision of the dura is 
necessary in another area, the piece of outer layer of 
dura may be used as a flap transplant to close the 
defect. Leo M. Davwworr, M.D. 


SPINAL CORD AND ITS COVERINGS 


Robineau and Banzet: Section of the Anterolateral 
Tract of the Spinal Cord; Chordotomy; Oper- 
ative Technique (Section du cordon anterolateral 
de la moelle; cordotomie; technique operatoire). 
J. de chir., 1927, XXX, 129. 

Chordotomy interrupts the pain and temperature 
tract of the spinal cord. The pain and temperature 
fibers enter the cord by the posterior root and cross 
almost immediately to form the anterolateral tract 
in the opposite side of the cord on a level about four 
cord segments higher. Therefore, section of the 
lateral spinothalamic tract in the fifth dorsal segment 
should cause anesthesia only below the ninth seg- 
ment. 

On account of the difficulty of sectioning the 
entire tract, analgesia is not always obtained to the 
extent desired. Sensory loss is maximal in the ends 
of the limbs. The upper limit varies from the knee 
to the umbilicus. Above the zone of anesthesia 
there is a zone of hypoesthesia. Beyond the latter, 
sensation is normal. The pain fibers, in their ascent, 
are pushed toward the periphery of the cord (Dé- 
jerine). Hence the superficial cord fibers carry sensa- 
tion from the lower extremities. 

For the relief of pain localized in the lower limb or 
the lower part of the abdomen, Frazier recommends 
chordotomy in the fifth or sixth dorsal segment. 
For the relief of subdiaphragmatic pains, the authors 
recommend operation on the first and second dorsal 
segments. Such a high chordotomy even if complete, 
causes no inconvenience. When it is incomplete, the 
analgesia extends to the iliac crests or the umbilicus. 
Chordotomy is easier in the upper dorsal region be- 
cause of the normal kyphosis, the thinness of the 
muscles, and the small size of the cord in this area. 
With the exception of Frazier, who has done lateral 
chordotomy in the eighth cervical segment, surgeons 
have not operated above the dorsal cord. It is not 
known whether the operation is particularly danger- 
ous in the cervical region. 

On cross-section, the anterolateral tract is the 
shape of a comma with the point anterior and the 
large end posterior. It lies in front of the crossed 
pyramidal tract, within Gowers’ tract and the direct 
cerebellar tracts, and is separated from the lateral 
horn by a bed of association fibers. Posteriorly, the 
bundle intermingles slightly with the crossed pyram- 
idal tract. 

Chordotomy is indicated to relieve intense pain of 
organic origin due to inoperable or recurrent cancer, 
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tabetic gastric crises, kraurosis of the vulva, painful 
sequela of spinal wounds, and causalgias of the 
lower extremities which have resisted medical or 
surgical therapy. It is contra-indicated in the cases 
of psychopathic patients, morphinomaniacs, and 
cases of peripheral and body pains of mental origin. 
Generally the operation has been done only for the 
relief of pains in the subdiaphragmatic part of the 
body. When the pain is unilateral, the chordotomy 
should be performed on the opposite side. For the 
relief of median or bilateral pain, a bilateral chordot- 
omy is necessary. In bilateral section, Frazier makes 
each incision at different levels 2 cm. apart in order 
to preserve the solidity of the cord, but the authors 
have often left no space between the sections with- 
out untoward results. 

Inhalation or rectal anesthesia induced with ether 
is preferred by the authors, but De Martel uses local 
anesthesia. In addition to general or local anes- 
thesia, some surgeons apply a tampon of ro per cent 
stovaine just above the site of section to block all 
disagreeable reflexes. As a rule the patient is placed 
in ventral decubitus with a head support to release 
the thorax and neck. De Martel, however, operates 
with the patient seated because in this position there 
is complete respiratory freedom, bleeding is less, and 
the blood escapes from the lower end of the wound. 
Abundant loss of spinal fluid causes no appreciable 
trouble. 

The seventh cervical spinous process is not an 
absolute landmark as the sixth cervical and first 
dorsal may be the most prominent. The exact level 
of the chordotomy is unimportant. The incision is 
made over three spinous processes. The latter are 
then freed to the base, sectioned, and turned upward 
as a flap or removed temporarily or permanently. 
Removal of the lamin of two vertebre gives suffi- 
cient exposure. The epidural fat is divided in the 
midline and pushed to each side. Perfect hemo- 
stasis is essential. The dura mater, well exposed and 
dry, is split the entire length of the wound. In one 
method, the pia arachnoid is left intact so that the 
spinal fluid under it acts as a magnifying lens and 
the cord, dentate ligament, and nerve roots float in 
the fluid. De Martel grasps the dentate ligament 
across the arachnoid to pivot and incise the lateral 
cord. In another method the meninges are incised 
and retracted by means of threads passed through 
the borders. The spinal fluid escapes. The surgeon 
stands on the side opposite the cord section. 

After the lateral cord is well freed, a tooth of the 
dentate ligament is grasped by forceps and loosened 
from the dura. Traction on the dentate ligament 
(the base of which is firmly attached to the cord) 
pivots the cord so that the anterolateral surface be- 
comes plainly visible. When cord rotation is faulty, 
there is danger of sectioning the pyramidal tracts. 
If the dentate ligament tears from the cord or is 
poorly developed, the cord is best rotated by grasp- 
ing the pia mater directly by harpooning the cord at 
the lateral border with a minute crochet needle, the 
two dentate-ligament teeth having been freed, if 


SURGERY OF THE NERVOUS SYSTEM 








Fig. 1. Rotation of the spinal cord by traction on the 
dentate ligament. The dotted line indicates the level of the 
superficial section of the cord. 


possible. Displacement and rotation of the cord 
should be done with gentleness and extreme care. 

The landmark for the section is the anterior roots. 
After the escape of the spinal fluid these hug the cord 
and are difficult to see. They may be caught in the 
clamp and not observed until released or, if slender 
and short, may be invisible. If they are not found 
at the cord, they should be sought at the dural exit 
and retraced to the cord. 

With a small oculist’s tenotome, puncture and in- 
cision of the pia mater are done from the anterior 
roots to the dentate ligament. Through this incision, 
the special triangular knife is introduced. To make 
the section correctly as regards length and depth 
appears simple but is extremely difficult. A good 
section has the shape of a triangle with a base of 3 
mm. and a height of 2.5 mm. The knife must not be 
passed too far backward or forward. A misplaced 
section causes no or almost no analgesia and is apt 
to produce serious pyramidal injury. 

The first essential is an accurate surface incision. 
The posterior end should be halfway between the 
posterior and anterior roots at the dentate ligament, 
and the anterior end should reach or even pass the 
anterior roots. For good orientation, the degree of 
cord rotation must be estimated. 
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Fig. 2. Area of section of the chordotomy. 


The effect of cutting the gray matter or the ante- 
rior horn is unknown. To avoid pyramidal tract 
injury, the surgeon tends to cut too far forward 
(harmless in itself) and not enough backward. Fora 
good result the pyramidal tract should be grazed or 
even slightly cut because of the intermingling of the 
fibers for a short distance. The authors advise start- 
ing with too small a section and then making an 
examination to see if the incision reaches the anterior 
roots, letting the cord fall into place, and noting the 
posterior end of the section. An incision which does 
not gap is not deep enough. There is no objection 
to repassing the knife. To guide the section, Frazier 
passes a suitably sized curved needle into the cord 
from the dentate ligament to the anterior roots and 
sections the cord within the concavity of the needle 
with a small curved bistoury. 

In the closure of the spinal canal, the authors gen- 
erally replace the spinous processes. If good hemo- 
stasis has been obtained, drainage is unnecessary. 

After the operation the patient lies flat on his 
back. Not infrequently there is fever for the first 
forty-eight hours. The sutures are removed on the 
tenth day and the patient is allowed to get up on the 
twentieth day. For from three to eight days, com- 
plaint is often made of extreme constriction pains in 
the waist and thorax. These frequently require 
morphine and are probably due to operative trauma 
to the cord. For their prevention, Leighton advises 
great gentleness in the operation and possibly a 
posterior radicotomy at the site of the chordotomy. 

In nearly all cases there is urinary retention for 
from two to eight days and occasionally the repeated 
catheterization necessary causes infection of the 
bladder. In rare cases urinary incontinence has 
occurred. Trophic lesions with sloughing, which are 
fairly frequent complications, are due directly to the 
chordotomy, as is evident from their multiplicity 
and sites (sacrum, heel, trochanter, calf, etc.) They 
cicatrize slowly and unquestionably render the prog- 
nosis less favorable. In one of the authors’ cases a 
subcutaneous 00ze of spinal fluid occurred. The motor 
complications, classed as motor with or without pyr- 
amidal signs and as pyramidal without appreciable 
motor signs, arise from lesions of the pyramidal tract 


either from too posterior a section or small centers 
of necrosis due to interruption of radiating vessels 
without section of the tract. When pyramidal signs 
are absent, the functional recovery is generally rapid. 
Chordotomy always leads to extreme muscular hy- 
potony. This is most marked in the lower limbs, but 
is not enough to relieve contractures. The operation 
is serious, not in itself, but because of the patient’s 
general condition. In cases of cancer, the early mor- 
tality is 25 per cent. In late cases the operation does 
not seem to hasten or retard death. In non-cancer- 
ous cases, the early mortality is 6 per cent. 
Chordotomy undoubtedly favors urinary troubles 
and may hasten death if the patient’s resistance to 
infection is low, but when it is successful it assures 
such immediate, absolute, and definite relief from 
pain that it should be done unhesitatingly in cases of 
cancer. After incorrect operations, the relief may be 
negative or incomplete. In certain unexplained 
cases the authors have noted very definite anesthesia 
to pain with a simple disturbance of temperature 
sensation. Chordotomy causes no change of tactile 
or deep sensibility or sense of position. Hence it is 
superior to posterior radicotomy which abolishes all 
sensation. Wa ter C. Burket, M.D. 


SYMPATHETIC NERVES 


Martin, E. G.: The Physiology of Muscle Innerva- 
tion, with Special Reference to the Influence 
of the Sympathetic System. J. Bone & Joint 
Surg., 1928, x, 82. 

Following a brief review of the work and theories 
of Hunter and Royle, the author discusses the 
possible mechanisms of muscle tone, citing the 
myotatic reflex of Sherrington and Liddell as the ac- 
cepted explanation. He states that there is surely 
a sympathetic nervous supply to at least some, if 
not all, of the muscle fibers, both red and pale, but 
the exact nature of the réle it plays is not known. 
If we accept the theory that tonus and the exag- 
gerated tonus seen in spasticity are mediated 
through the somatic nervous system, the question 
arises as to what réle the sympathetic fibers play in 
muscle tonus and why a certain amount of improve- 
ment occurs in certain cases of spasticity after 
division of the sympathetic nervous supply to the 
part. The observations of Orbeli and his pupils 
seem at least to suggest an answer. 

Orbeli found that if skeletal muscle of the frog is 
stimulated rhythmically through its somatic nerve 
until fatigue sets in, and then, while the somatic 
nervous stimulation is continued, the sympathetic 
innervation to the muscle is also stimulated, the 
contractions improve in height. Therefore, the 
sympathetic stimulation has in some way affected 
the muscle, causing it to perform better than before 
the sympathetic was stimulated. This effect was 
shown to be independent of the circulation. The 
fact that it is usually somewhat delayed suggests 4 
chemical action in the muscle resembling the effect 
of the same innervation on the heart. If this assump- 
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tion is correct, the removal of the sympathetic 
nervous supply to a muscle which is spastic might 
occasion an improved state of metabolism in which 
the tonus ceases to be exaggerated. 

GILBERT C, ANDERSON, M.D. 


Kuntz, A.: The Distribution of the Sympathetic 
Rami to the Brachial Plexus: Its Relation to 
Sympathectomy Affecting the Upper Extrem- 
ity. Arch. Surg., 1927, xv, 871. 

Extirpation of the stellate ganglion alone or sec- 
tion of the gray rami connecting it with the brachial 
plexus for vasomotor denervation has failed in most 
cases to eliminate completely the sympathetic nerves 
of the upper extremity. 

The author reports further studies made in an 
attempt to explain this failure. Attention was di- 
rected particularly to an inconstant intrathoracic 
ramus that connects the first and second thoracic 
nerves as a possible pathway through which sympa- 
thetic fibers may connect the trunk below the stellate 
ganglion with the brachial plexus through the first 
thoracic nerve. 

The chief sources of sympathetic fibers to the 
upper extremity are the middle and stellate ganglia. 
The former is often absent, in which case the stellate 
ganglion is usually connected by gray rami to all of 
the nerves from the sixth cervical to the second 
thoracic and a white ramus from the first to the 
stellate ganglion. 

Frequently an intrathoracic ramus of the second 
joins the first thoracic nerve. In forty-eight cadavers 
examined by the author, such a ramus was present 
bilaterally in 44 per cent and unilaterally in 19 per 
cent. Considerable variation was noted in its size, 
location, and connections. In some cases there were 
branches from it directly to the stellate ganglion. 
There were always the gray and white rami from the 
sympathetic ganglion or trunk to the second thoracic 
nerve. 

Microscopic study of this intrathoracic ramus 
joining the first and second thoracic nerves showed 
chiefly small caliber fibers with thin myelin sheaths 
or absence of myelin, which are characteristic of 
sympathetic fibers. Recent studies by various in- 
vestigators on the innervation of the arteries of the 
extremities in mammals show that sympathetic 
fibers are carried peripherally in the larger nerve 
trunk and join the arteries at intervals along their 
course. Few, if any, extend peripherally along the 
walls of the vessels. 

From these data the author concludes that extir- 
pation of the stellate ganglion alone or section of the 
gray rami connecting this ganglion with the brachial 
plexus is inadequate to denervate the blood vessels 
of sympathetic fibers completely. To insure such 
denervation, it is necessary not only to section the 
gray rami connecting the middle and stellate ganglia 
with the brachial plexus, but also to extirpate the 
stellate ganglion and either cut the sympathetic 
trunk below the level of the second thoracic or sever 
the communicating rami of the trunk with the sec- 
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ond, anc peripheral rami arising between this 
level and cue stellate ganglion. The anatomy of this 
region is shown in three drawings. 

ALBERT S. CRAWFORD, M.D. 


MISCELLANEOUS 


Quick D., and Cutler, M.: Neurogenic Sarcoma. 
Ann. Surg., 1927, \xxxvi, 810. 

The tumor commonly designated as “fibrosar- 
coma,” ‘‘spindle-cell sarcoma,” or “ fascial sarcoma” 
occurs most frequently in the subcutaneous and 
intermuscular tissues of the arm, leg, popliteal space, 
and chest wall. Ewing has called this neoplasm 
“neurogenic sarcoma.” As it is comparatively rare, 
the average surgeon does not encounter it with suffi- 
cient frequency to be familiar with its true nature. 
Because of its benign appearance it is often removed 
by simple excision. The result is prompt recurrence 
followed by repeated excisions and recurrences. The 
condition becomes progressively more extensive, and 
death often results from pulmonary metastasis. 

The authors’ report is based upon seventy-five 
cases treated in the Memorial Hospital, Toronto, 
during the past fifteen years. The tumors are di- 
vided into three groups according to their malig- 
nancy as judged from their histological structure. 
The patients ranged in age from six to seventy-two 
years. The authors state that a single injury does 
not seem to be a cause, but chronic irritation or re- 
peated trauma may be of etiological importance. In 
the great majority of the cases the tumor occurred in 
one of the extremities or the chest wall, but in some 
it developed in the neck, buttock, axilla, groin, or 
scalp. 

Of five patients with a tumor of the upper ex- 
tremity who were subjected to amputation, two are 
alive after five and eight years respectively, and 
three died of pulmonary metastasis soon after the 
operation. Of nine patients with similar tumors 
who were treated by radiation or local excision of the 
growth or both, five are well from five to nine years 
after the operation and three are dead. The three 
who died developed pulmonary metastases. 

Of fifteen patients with a tumor of the thigh, 
thirteen are dead. Many of the failures in this group 
must be attributed to the advanced stage of the dis- 
ease. Amputation was attempted in one case, but 
the others were treated by excision alone or excision 
followed by the implantation of bare tubes. Inoper- 
able cases were treated mainly by exposure and the 
insertion of bare tubes, but in several instances zinc 
chloride paste was used alone or combined with 
radiation. 

Of five patients with tumor of the neck, two died, 
two had good palliative results, and one is free from 
disease fifteen months after combined excision and 
radiation. The two who died had advanced recur- 
rent tumors which were treated by small doses of 
external radiation. Two advanced inoperable tu- 
mors of the neck are being held in check by high- 
voltage X-ray irradiation and radium packs. This 
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treatment was begun two years ago, and both of the 
patients are now in excellent general condition. 

Of nine patients with a tumor of the chest wall, 
five are alive and four are dead. Two of those who 
are dead lived for five years after the beginning of 
treatment and died of pulmonary metastases. Of 
the five who are alive, the growth was arrested in 
three and has disappeared in two. 

Pulmonary metastasis occurred in fifteen (20 per 
cent) of the seventy-five cases. As a very definite 
relationship was noted between the cellular nature of 
the tumors and their tendency to form metastases, 
the microscopic structure of the neoplasm may serve 
as a fairly accurate guide to the treatment and 
prognosis. 

In none of the cases reviewed, even those of the 
most cellular variety of tumor, was there a very 
rapid response to small doses of radiation. Neu- 
rogenic sarcomata are very resistant to radiation, 
responding only slowly and after months of intensive 
treatment. Occasionally, however, they are con- 
fused with other tumors. The author reports two 
cases in which the neoplasm disappeared rapidly 
under radiation. Both tumors presented the clinical 
features of neurogenic sarcoma, but histological 
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examination showed one to be a very cellular malig- 
nant round and polyhedral-cell tumor and the other 
to be a lymphosarcoma. A small dose of radiation, 
such as a single suberythema dose of the X-rays, may 
therefore be a valuable diagnostic aid. : 

In cases of neurogenic sarcoma of the extremities, 
the decision between amputation on the one hand 
and excision and radiation on the other is at times 
most difficult. Of ten patients with such tumors who 
were subjected to amputation, five died of pulmon- 
ary metastasis and five are well, whereas of fifteen 
who were treated by local excision and radiation, 
seven are alive after from two to nine years and 
eight are dead. The results of amputation appear to 
depend mainly on the degree of malignancy of the 
tumor. 

The authors conclude that the treatment of choice 
is pre-operative radiation and wide excision followed 
by prompt and adequate postoperative radiation. 

The cured cases and their treatment are reviewed 
in detail. An analysis of the failures indicates that 
many of them were due to the highly malignant 
nature of the tumors, the advanced stage of the con- 
dition, or inadequacy of the treatment employed. 
GrLBErt C. ANDERSON, M.D. 














CHEST WALL AND BREAST 


Anderson, J.: Surgical Diathermy in Breast Can- 
cer: The Application of the Arc Electrode or 
Cutting Current to the Radical Operation. 
Brit. J. Surg., 1928, xv, 500. 

In the treatment of cancer of the breast, Anderson 
uses surgical diathermy in the form of the arc 
electrode. The apparatus and the technique are 
described. The small machine ordinarily used for 
medical diathermy is sufficient. A fine arc appears 
between the electrode and the skin and the tissue 
is “cleft” to a depth varying from a fine line to 1 
cm. according to the amount of current used and 
the tissue resistance. For dissection of the axilla, 
a scalpel is necessary. 

The author uses the arc electrode also for the 
removal of various tumors of the skin and mucous 
membrane. Because of the inflammability of its 
vapor, ether cannot be employed in the operating 
room, 

The advantages claimed for the use of the arc 
electrode are that it seals the lymphatics, thereby 
preventing mechanical dissemination of the cancer 
cells; it gives better hemostasis, with a saving of 
blood catgut, and time; it sterilizes the wound; it is 
associated with less pain and shock than other 
methods; it is followed by cleaner and more satis- 
factory healing; and it is less apt to be followed by 
recurrence. 

Histological sections of removed tissues show little 
alteration of the cell structure adjacent to the line 
of desiccation. NATHAN N. Croun, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Archibald, E., and Brown, A. L.: Cough: Its Ac- 
tion on Material in the Tracheobronchial 
Tract; Experimental Study. Arch. Surg., 1928, 
XVi, 322. 

The authors state that the forced expiratory 
effort of coughing is immediately preceded or fol- 
lowed by a markedly increased inspiration. There- 
fore, by the inspiratory rush of air and the expira- 
tory effort, coughing may spread material in the 
bronchi deeper into the pulmonary tree instead of 
expelling it. 

In experiments on cats, in which iodized oil alone 
and mixed with sputum and tenacious masses of 
sputum impregnated with the oil were injected, the 
authors found that, in the animals which coughed, 
the oil was carried deeper into the lung tissue and 
remained much longer than in the animals which 
did not cough. It remained even longer when the 
trachea was compressed during the cough. The 
tenacious masses were carried no further than the 
large bronchi and were soon expelled. 
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These findings suggest that in certain surgical 
operations, coughing may be more dangerous than 
beneficial. Coughing expels most of the fluid ma- 
terial aspirated into the trachea and larger bronchi, 
but forces some of it into the alveolar spaces. 

CHESTER L. CREAN, M.D. 


Lerche, W.: Infections of the Lymph Nodes of the 
Bronchial Tree. Arch. Surg., 1928, xvi, 338. 


The lymphatics of the lungs are found in the walls 
of the bronchi, along the arteries and veins, and in 
the pleura. The flow of lymph in the lung and the 
larger part of the pleura is toward the hilum. Valves 
in the connecting vessels between the pleural and 
deep lymphatics point to the pleura, thereby pre- 
venting the passage of an injection mass into the 
deeper tissues. The lymph from the lungs, the 
bronchi, the lower part of the trachea, and the 
larger part of the pleura is received by the tracheo- 
bronchial nodes. 

Microirganisms may be carried to the tracheo- 
bronchial nodes by the lymphatics following their 
inhalation into the lower respiratory passages or 
their transportation to the lymphatics by way of 
the blood stream. They have been found in these 
nodes when there was no other focus of infection in 
the lungs. 

When microorganisms settle in a lymph node in 
the lung they may be destroyed in situ or remain 
latent, or they may set up an inflammatory reaction 
followed by healing with or without calcification, 
or they may lead to suppuration of the node into a 
bronchus or the parenchyma of the lung with the 
formation of an abscess. 

Particularly in childhood, swollen, tracheobron- 
chial lymph nodes—tuberculous or non-tuberculous 
—may compress the bronchi. In the presence of 
infection such compression may lead to bron- 
chiectasis. 

The bronchopulmonary nodes may also be potent 
factors in the causation of bronchiectasis in chil- 
dren. When these nodes are enlarged and inflamed 
and there is an associated periadenitis with oedema, 
the bronchi may be compressed directly by the nodes 
or by the fibrous tissue resulting from the acute 
periadenitis. Illustrative cases are reported. 

For advanced cases of abscess of the tracheobron- 
chial spaces the author advises puncture through the 
bronchoscope. CHESTER L. CREAN, M.D. 


Pickhardt, O. C.: Unresolved Pneumonia: A 
Surgical Analysis. Arch. Surg., 1928, xvi, 192. 

In an analysis of fifty-two cases referred for 

X-ray examination as “unresolved pneumonia,” 

the author found that only six were correctly diag- 

nosed. He states that, as a rule, the diagnosis of 
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unresolved pneumonia is an admission of failure to 
determine the true nature of the lesion. He has 
tabulated the various conditions to which this term 
was applied in the cases reviewed and includes in 
his article roentgenograms of true cases of unre- 
solved pneumonia. He calls attention to the peri- 
bronchial thickening which is the end-result in 
typical cases. His conclusions are as follows: 

1. True primary unresolved pneumonia is a rare 
condition. 

2. In the rare positive case, a definite localized 
peribronchial infiltration, visible in the roentgeno- 
gram, develops later. 

3. Approximately 36.5 per cent of pulmonary 
conditions diagnosed as unresolved pneumonia are 
frankly surgical conditions. 

4. The thoracic surgeon should be consulted 
more frequently whenever pneumonia does not re- 
solve promptly and properly. 

Ravpu B. BETTMAN, M.D. 


Crowe, S. J., and Scarff, J. E.: Experimental Ab- 
scess of the Lung in the Dog. Arch. Surg., 1928, 
xvl, 170. 

Allen, D. S.: The Etiology of Abscess of the Lung; 
Experimental and Clinical Studies. Arch. Surg., 
1928, xvl, 179. 

Crowe and ScarrfF state that on the basis of 
3,500 tonsillectomies performed at the Johns Hop- 
kins Hospital, Baltimore, with precautions to pre- 
vent the aspiration of infectious material and with- 
out a single postoperative abscess of the lung, they 
have come to the conclusion that postoperative pul- 
monary abscess is due to aspiration rather than to 
the liberation of infected emboli. 

The precautions taken in the cases reviewed were 
the following: 

1. Morphine and atropine were given before the 
operation. 

2. The anesthesia was induced by a trained 
anesthetist. 

3. Throughout the operation, the patient’s head 
was kept at least 15 in. lower than his feet. 

4. The swallowing reflex was maintained during 
the period of anesthesia. 

5. The mucus and blood were removed from the 
pharynx by careful suction. 

6. All bleeding vessels were carefully ligated. 

In experiments on dogs in which pledgets of cot- 
ton saturated with fresh scrapings from pyorrhoea 
cavities from clinical cases were introduced into the 
main bronchus of the lobe through a bronchoscope, 
Crowe and Scarff were able to produce lung abscesses 
in eight instances. The abscesses were confined to a 
single lobe and were not associated with a general 
pneumonitis. They were characterized by necrosis 
and cavity formation. 

In two other dogs, pulmonary abscesses resulted 
from a sinusitis with a constant foul-smelling dis- 
charge from the nose which was produced by placing 
cotton pledgets contaminated with pyorrhoea scrap- 
ings into the frontal sinus. 


In the cases of fifty dogs in which pledgets of cot- 


ton infected with cultures of pneumococci, staphylo 
cocci, streptococci, colon bacilli, and various other 
bacteria instead of pyorrhoea scrapings were intro 
duced into the main bronchi, the results were nega 
tive or a diffuse pneumonitis developed. 

ALLEN discusses the production of pulmonary ab 
scess by way of the air passages (aspiration) and by 
way of the blood stream (emboli). 

In experiments to produce abscesses of the lung by 
aspiration, he injected pus obtained from cases of 
chronic non-tuberculous abscess of the lung into the 
trachee of fifteen rats. None of the animals de 
veloped either a pulmonary abscess or pneumonia. 
Believing that the bacteria might have been killed 
by chilling, he then injected warm pus, immediately 
after it was coughed up, into the trachez of eighteen 
dogs and three rabbits. Three of the dogs, but none 
of the rabbits, developed abscesses of the lung. The 
abscesses were multiple, but so small as to be seen 
only on microscopic examination. They resembled 
the early abscess of the lung in man. As in clinical 
cases, there was a definite latent period between the 
aspiration of the infected material and the develop- 
ment of the symptoms. It was noted that the ab- 
scesses developed in portions of the lung farthest 
from the main bronchi, that is, in places where pus 
was most likely to become trapped. 

In the cases of seven dogs, plugs of infected tonsil 
tissue or beef were blown into the bronchi by means 
of compressed air. No lung abscess developed, and 
necropsy showed that the plugs had been expelled. 

In three dogs, purulent material was introduced 
into a lobe of the lung and the main bronchus then 
ligated. —Two dogs developed multiple abscesses, and 
one, pneumonia. Four control dogs in which the 
bronchus was ligated without the previous introduc- 
tion of purulent material did not have these com- 
plications. 

In other experiments, millet seeds were intro 
duced into the bronchi through the bronchoscope, 
with the barbs pointing toward the trachea, but 
even these foreign bodies were coughed up. 

Attempts to produce lung abscesses in dogs by the 
liberation of septic emboli according to the technique 
of Cutler gave positive results. 

In conclusion the author says, “My co-workers 
and I do not wish to doubt the possibility that ab- 
scesses of the lung may be due to the lodgment of 
infectious emboli in the radicals of the pulmonary 
arteries. We have produced such abscesses experi- 
mentally. We have, however, hoped to point out 
and to prove experimentally that the route of entry 
of infectious material into the lungs may be through 
the air passages. A single infectious embolus, when 
entrapped in the pulmonary artery, may produce a 
single abscess of the lung; likewise infectious ma 
terial entrapped in the air passages may produce 
multiple abscesses of the lung. The principal req- 
uisite in either case is that the infectious material is 
not allowed to escape from the lung.” 

Ravpu B. Betrman, M.D. 
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Kernan, J. D.: Abscess of the Lung Relieved by 
Bronchoscopy: Report of Cases. Arch. Surg., 
1928, xvi, 215. 

In a series of 103 cases of abscess of the lung re- 
viewed by Kernan the common etiological factors 
included tonsillectomy, pneumonia, and operations 
other than tonsillectomy. In 20 cases the cause was 
not apparent. Cases in which foreign bodies were 
responsible were not included unless the foreign body 
had been present for a long period of years. 

Of the 103 patients, 68 were treated by bronchos- 
copy. Usually at least 3 bronchoscopies were re- 
quired in each case as 2 were generally necessary to 
accustom the patient to the instrument. Of the 68 
patients so treated, 31 were relieved of the cough, 
expectoration, and fever and were considered cured, 
but 2 of these died later from another cause. Fifteen 
others were benefited, 9 could not be traced, 9 are 
dead, and 4 are still under treatment. Of 8 patients 
who were treated surgically, 3 were cured, 2 died, 
and 3 could not be traced. 

In 27 of the cases treated by bronchoscopy the 
abscess followed tonsillectomy. In 15 of these a cure 
was obtained. In g of the 15 which were cured, the 
recovery followed one or two bronchoscopies. In the 
27 cases, excluding those subsequently operated 
upon, there were 3 deaths, 1 of which was the re- 
sult of embolism and directly attributable to the 
treatment. 

Pulmonary abscesses following tonsillectomy re- 
spond best to bronchoscopy. The treatment is most 
successful if it is begun early while the abscess wall is 
elastic and able to contract, but is always indicated, 
however unfavorable the X-ray appearance, since 
gratifying results occasionally follow even in cases 
with an apparently poor prognosis. 

The author discusses seven cases of pulmonary 
abscess following tonsillectomy and one case of ab- 
scess developing years after exposure to gas during 
the war which was clinically cured after two bron- 
choscopies in spite of the long duration of the con- 
dition. He reports also an abscess of six months’ 
duration which developed after pneumonia and took 
the form of a mass of scar tissue with fistulous tracts. 
In this case a cure was effected after months of bron- 
choscopic treatment. Burton ‘CLarK, Jr., M.D. 


Eggers, C., and Kernan, J. D.: Acute Pulmonary 
Suppuration: The Selective Action of Artificial 
Pneumothorax in the Treatment of This 
Disease. Arch. Surg., 1928, xvi, 279. 


Artificial pneumothorax has received scant atten- 
tion in the treatment of acute non-tuberculous intra- 
pulmonary suppuration and opinions as to its value 
vary greatly. The authors report a case in which it 
gave striking results. The patient was a six-year-old 
girl who developed an abscess of the lower lobe of 


the right lung a few days after a tonsillectomy per- ' 


formed under general anesthesia seven weeks before 
her admission to the hospital. At the time of her 
admission, she was thin, anemic, and feverish, and 
coughing up quantities of pus. 
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In spite of two weeks of bronchoscopic treatment, 
she continued to fail. At the end of that time a rib 
was resected under local anesthesia and air admitted 
to the pleural cavity through punctures made in an 
ineffectual attempt to strike pus. Following this 
procedure, roentgenograms showed collapse of the 
lung. This collapse was limited chiefly to the lower 
lobe, indicating apparently that the upper pleural 
cavity was protected by adhesions. 

Immediately after the operation the patient began 
to improve. There was a rapid diminution of the 
cough and expectoration with an associated gain in 
weight. After two weeks the temperature remained 
normal. A month later, bronchoscopy and X-ray 
examination demonstrated a small contracted lower 
lobe with dilated bronchi. The other lobes had ex- 
panded to fill the chest completely. The patient has 
remained well. 

Pneumothorax permits collapse of the lung with 
obliteration of the suppurative focus. In the con- 
tracted lung, circulation is diminished and fibrosis 
sets in, tending to maintain collapse and favor 
healing. The two important factors for the success 
of the procedure seem to be a free bronchial outlet 
and a non-adherent lung. Therefore the treatment 
must be given early. Burton Ciark, Jr., M.D. 


Whittemore, W., and Balboni, G. M.: Non-Tuber- 
culous Bronchopulmonary Suppurative Le- 
sions: Results of Treatment by Artificial 
Pneumothorax. Arch. Surg., 1928, xvi, 228. 


The authors review the end-results of artificial 
pneumothorax in 245 cases of non-tuberculous 
bronchopulmonary suppurative lesions—222 cases 
reported in the literature during the last twenty-four 
years and 23 cases of their own. 

In the authors’ series there were 18 cases of lung 
abscess and 5 of bronchiectasis. Of the patients 
with lung abscess, 2 were cured and 2 were benefited 
temporarily. One of the latter died within a year 
from bronchopneumonia. Partial pneumothorax 
brought about improvement of all symptoms, but 
fifteen months after the suspension of the treatment 
the patient died of embolism. There were three 
fatal hemorrhages during the treatment; in these 
cases the pneumothorax was incomplete because of 
adhesions. In 2 cases the treatment caused no 
improvement, and in 3 the pneumothorax was 
unsatisfactory. Five patients developed empyema 
and were operated upon. Three of these were cured, 
1 is still under treatment, and 1 died. 

Of the 5 cases of bronchiectasis in the authors’ 
series, pneumothorax was satisfactory in 3. In 1 of 
these 3 it resulted in cure. In the 2 others it caused 
improvement, but 1 of the patients died later follow- 
ing an operation for empyema. In the authors’ 
opinion, artificial pneumothorax offers small chance 
of cure in bronchiectasis. 

The cases reported in the literature included 129 
of abscess of the lung and 93 of bronchiectasis. 

Of the 129 cases of abscess of the lung, 68 were 
cured. Twelve of the patients were not benefited 
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and 18 died. Of 11 patients who developed em- 
pyema, 6 were cured by operation. 

Because of the low incidence of cure in their own 
cases, the large number of cures reported in the 
literature is regarded by the authors as extraordi- 
nary, but they state that if the statistics they have 
compiled can be relied upon, they believe that, in 
spite of their own experience, artificial pneumothorax 
should be used more frequently in the treatment of 
lung abscess. 

Of the 93 cases of bronchiectasis reported in the 
literature, a cure was obtained in 14 and improve- 
ment in 44. Seven patients died, 2 of them after 
thoracoplasty. In only 3 cases was there a rupture 
into the pleural cavity. In 12 cases, pneumothorax 
could not be created. In the cases in which a com- 
plete collapse could be brought about the treatment 
was continued for periods varying from five months 
to six years. In most of the cases in which a cure 
was obtained the disease had been present for less 
than a year. 

The authors do not have much confidence in arti- 
ficial pneumothorax in bronchiectasis but admit that 
in early cases without adhesions an occasional cure 
may be effected by this treatment and that occa- 
sionally a patient may be kept almost free from 
symptoms as long as complete collapse can be main- 
tained. 

During treatment by artificial pneumothorax, 
more or less fluid will be formed at one time or 
another, whether the case is tuberculous or non- 
tuberculous. 

The cases of abscess in which the chance for a cure 
from artificial pneumothorax is best are those in 
which the abscess is central and communicates with 
a bronchus, the treatment is established in the first 
four months of the disease, good collapse is obtained, 
and the treatment can be maintained for months. 

Burton Crark, Jr., M.D. 


Lilienthal, H.: Non-Tuberculous Pulmonary Sup- 
puration: A Comparison of Operations and 
Their Results. Arch. Surg., 1928, xvi, 206. 


The author first reviews 105 cases of pulmonary 
suppuration referred to him for operation in which 
lobectomy was neither performed nor contemplated. 
The conditions included most of the forms of 
surgical suppurative disease of the lung with the 
exception of tuberculosis, actinomycosis, military 
cases, and cases of civilian traumatic surgery. The 
cause of the condition was pneumonia, including 
influenza in twenty-nine cases, and tonsillectomy in 
twenty-one cases. Other causes included tooth ex- 
traction, nasal operations, and bronchiectasis. In 
twenty-nine cases the cause of the condition was 
unknown. 

There were forty-seven deaths. Death was due in 
nine cases, to embolism (in three, to air embolism, 
and in six, to bacterial embolism); in nine cases, to 
hemorrhage; in one case, to mediastinitis; in two 
cases, to phlegmon of the wall of the chest following 
diagnostic puncture of an abscess; in seven cases, 
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to contralateral pulmonary conditions; in two cases, 
to shock; in one case, to nephritis; and in sixteen 
cases, to a septic condition which had been present 
before the operation. 

Lilienthal states that air embolism is less likely 
to occur if the patient’s head is lower than the 
thorax. Hemorrhage is to be feared chiefly in the 
postoperative period. Diagnostic punctures of the 
lung are dangerous in cases of abscess and should 
never be done except as a preliminary to immediate 
operation. Attention is called to the fact that in 
three cases in which the cautery was used in the 
lung, there were two deaths from hemorrhage where- 
as Graham has reported many excellent results from 
this procedure. 

The relation of age to the mortality is important. 
In the cases of patients under fifty years of age the 
mortality was 42 per cent, whereas in those over 
fifty years of age it was 63 per cent. 

In the author’s opinion, artificial pneumothorax 
finds its principal application in cases of lung 
abscess discharging into a bronchus and in the 
early stages before the abscess wall has become 
rigid. Thoracoplasty is indicated in unilateral cases 
when the disease is of long duration. The two 
principal causes of failure of this procedure are 
interference with drainage of the cavities due to the 
collapse and failure of the cavities to collapse 
because of rigidity of their walls. Extrapleural 
pneumolysis is valuable in certain cases of apical 
cavities in which the rest of the lung and the 
opposite lung are clear. Intrapleural pneumolysis 
was successful in two cases in which it was performed 
because no other procedure seemed possible. In 
cases of chronic definite abscess, drainage has often 
proved successful. Bronchostomy is frequently 
followed by surprisingly good immediate results, 
but may be followed by slowly spreading gangrene 
with late hemorrhage. Pneumonotomy is of value 
in cases of indurated lung with minute multiple 
abscesses. 

Although the mortality in.the cases reviewed was 
high, it was much lower than that of cases in which 
only palliative measures are used. 

In conclusion the author calls attention to a group 
of cases in which lobectomy was performed. The 
patients who recovered after lobectomy were more 
nearly normal both as to function and body symme- 
try than could have been expected after any other 
procedure. Lilienthal believes that in suitable cases 
lobectomy is the operation of choice. 

Ravpu B. Betrman, M.D. 


Archibald, E.: The Surgical Treatment of Pul- 
monary Tuberculosis. Canadian M. Ass. J., 
1928, xviii, 3. 

Archibald’s article deals entirely with extrapleural 
thoracoplasty for pulmonary tuberculosis, the indi- 
cations for the operation, and the pathology of the 
disease. Pathological classification divides pul- 
monary tuberculosis into two types—the exudative 
and the productive. The exudative is always a more 
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or less acute process with a resulting condition simi- 
lar to lobular or lobar pneumonia. In this type, 
resorption may be almost complete in time, but 
caseation, cavitation, and fatal progression may 
occur. However, if the resistance is strong, the acute 
form with cavity formation may turn into the 
chronic productive type. 

The productive form suggests a high resistance. 
It leads to the formation of typical tubercles with- 
out a fluid exudate. Cavities may occur, but coin- 
cident with their formation there is the production 
of fibrous tissue with a tendency toward healing. 
The exudative form usually represents an acute 
process with massive or virulent infection and poor 
resistance. The productive type is thought to be 
the result of infection by a few bacilli in the presence 
of high resistance. 

A distinction between these two types may be 
made in part from the clinical picture and in part, 
and more accurately, from the X-ray picture. Both 
forms may be present simultaneously, or one form 
may change to the other. 

The prognosis depends upon the resistance. The 
exudative form represents activity and a poor de- 
fense, while the productive form indicates chronicity 
and a good defense. Surgery is to be considered only 
if there is good resistance, evidenced by the clinical 
course of the condition, the constitutional symp- 
toms, and the findings of the physical and X-ray 
examinations. 

The type of case most favorable for operation is 
the “‘good chronic case.’”’ In incipient and far ad- 
vanced cases, surgery is not to be considered. The 
other lung must be sufficiently sound to carry on 
respiration alone. There must be signs of a uni- 
laterally contracted chest; a falling-in of rib spaces 
and subclavicular fosse; a pulling up of the dia- 
phragm; a pulling of the trachea, heart, and medi- 
astinum toward the affected side; and a narrowing 
of the intercostal spaces. In this type of case con- 
traction has already occurred as far as possible and 
further collapse requires the partial removal of ribs. 
When collapse and healing are complete, only a 
small, solid, fibrous lung remains. This result is 
brought about after operation because the formation 
of fibrous tissue is stimulated, lymph flow and toxic 
absorption are retarded, and the blood circulation is 
hindered. 

In doubtful cases it is better to try lesser proce- 
dures such as pneumothorax or phrenicotomy. If 
the patient responds well to one of these measures, 
he may later be suitable for thoracoplasty. The 
author believes that acute cases should never be 
operated upon. 

The article contains three tables covering 149 
cases. In 117, thoracoplasty was performed. The 
mortality within the first two months after the 
operation was 7.7 per cent, and the mortality from 
later progress of the disease, 19.3 per cent. A cure 
resulted in 33 per cent of the cases, and marked 
improvement in 32 per cent. 

FRANK B. Berry, M.D. 


Tapie, J.: The Action of Phrenicectomy on Tuber- 
culous Lesions of the Upper Lobe (Action de la 
phrénicectomie sur des lésions tuberculeuses du 
lobe supérieur). Bull. et mém. Soc. méd. d. hép. de 
Par., 1927, xliii, 1636. 

Tapie reports two cases in which phrenicectomy 
appeared to interrupt the evolution of tuberculous 
lesions of the upper lobe. He does not believe the 
result can be considered a coincidence as both were 
cases of tuberculosis with cavities showing a ten- 
dency to extend, and the patients were obliged to 
work for their living and hence were unable to take 
the diet and rest treatment. 

After failure of pneumothorax, a thoracectomy 
seemed indicated. The improvement obtained with 
phrenicectomy was quick and lasting. Two years 
later, one of the patients had ceased coughing and 
the other was able to support herself and child. 

In the author’s opinion, thoracoplasty should be 
reserved for cases in which the symptoms are 
immediately threatening. Phrenicectomy makes it 
possible to judge the function of the other lung and 
to perform costal resection later with a greater 
sense of security. Sometimes, as in the cases re- 
ported, the improvement following phrenicectomy 
is so great that no further intervention is necessary. 

The favorable action of phrenicectomy on apical 
lesions cannot be entirely explained by the rise of 
the diaphragm. The operation acts also by pro- 
voking a retractile pulmonary sclerosis. While the 
sclerotic process had already begun in Tapie’s 
cases before the treatment, its increase after the 
operation suggested that the phrenicectomy favored 
the development of new fibrous networks. Exeresis 
of the phrenic nerve therefore finds its best indica- 
tions in subacute forms of fibrocaseous tuberculosis, 
especially those with a spontaneous tendency 
toward retractile sclerosis, in which pneumothorax 
is impossible or useless because of extensive pleural 
adhesions. Anna L, Pace. 


Kirklin, B. R., and Paterson, R.: The Roentgeno- 
logical Manifestations of Primary Carcinoma 
of the Lung. Am. J. Roentgenol., 1928, xix, 20. 


The authors state that previous reports on pul- 
monary carcinoma have dealt largely with the late 
stages of the disease complicated by massive tumor, 
infection, or the presence of fluid. The early cases 
fall into two groups, the bronchial (which are not 
discussed here) and parenchyma. Parenchymal car- 
cinoma is usually adenocarcinoma and tends to run 
a rapid and at first symptomless course. 

Three roentgenological types are described—the 
nodular, the lobar, and the infiltrating. The nodular 
type, which is the most common, consists of an 
irregularly rounded, infiltrating nodule lying com- 
pletely in the pulmonary field and usually not in- 
volving the periphery. The lobar type is of homo- 
geneous density, occupies an anatomical lobe, and 
shows an infiltrating edge. In the infiltrating type 
there is increased density of the bronchial tree 
radiating from the hilum. 
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The conditions to be considered in the differential 
diagnosis include metastatic tumor, various in- 
flammatory processes, tuberculosis, mediastinal 
tumor, and venous congestion. 


Rouviére, H.: The Connections between the Pleura 
and the Cervical and Axillary Glands (Sur les 
connexions entre la plévre et les ganglions lympha- 
tiques cervicaux et axillaires). Ann. d’anat. path., 
1927, iv, 1001. 

In a study of forty specimens obtained from in- 
fants and young children, Rouviére injected the 
pleural tissue of both sides in such a way that, in 
spite of the diffusion of the colored fluid, the in- 
jected zones and their lymphatic vessels were ren- 
dered distinct from each other. These injections 
showed that the different segments of the parietal 
pleura, the mediastinal pleura (except perhaps the 
zone touching on the pleural zone), and the dia- 
phragmatic pleura have no direct connection with 
the cervical or axillary glands. Only the pleural 
dome and a part of the costal pleura are connected 
with these glands by the lymphatic tracts. By 
reasons of their glandular connections, these two 
areas may be divided into three lymphatic regions. 

The first of the latter is the pleural dome with 
the first costal arch and the first intercostal space, 
excluding the extremities of this space. In this 
region the lymphatics are tributaries of the infra- 
clavicular glands and secondarily of the axillary 
glands. They unite in one or two collectors which, 
having gained the upper orifice of the thorax, reach 
the internal or upper margin of the first rib in the 
immediate neighborhood of the infraclavicular 
artery. One or more of the vessels pass directly from 
the pleura to the corresponding glands. 

The second lymphatic region extends from below 
the first rib to, and including, the fourth rib. Its 
anterior and posterior limits are almost merged 
with those of the internal wall of the axillary region. 
Some of the lymphatics extend back and enter the 
intercostal glands, some pass forward and terminate 
in the internal mammary glands, and some cross 
the wall and reach the axillary glands. 

In the third region, the lymphatics have no con- 
nections with the axillary glands. It is believed by 
some that the pleura is connected with the axillary 
glands by means of anastomoses, but the author’s 
injection experiments show that the normal route 
for the progress of tuberculous infection is by way 
of a lymphatic vessel passing to the axillary glands 
through the intercostal muscles. Anna L. Pace. 


Lockwood, A. L.: The Empyema Problem. Arch. 
Surg., 1928, xvi, 297. 

Empyema must always be suspected when a 
febrile condition is maintained longer than usual 
following pneumonia, typhoid fever, scarlet fever, 
influenza, tonsillitis after a surgical procedure, 
operations on the nose and throat, and the extraction 
of teeth. 

In such cases the chest should be carefully exam- 
ined and stereoscopic roentgenograms should be 


made early. Aspiration should not be resorted to 
unless it is impossible to obtain roentgenograms and 
then only if a definite area of fullness is found. 

Emergency operations are not justifiable unless 
the pressure from the collection is so great that 
respiration is embarrassed or circulation is impeded. 
Rapid removal of the fluid favors a fatal result. If 
aspiration is necessary, it should be done only by 
the method of air replacement. Aspiration of an 
acute empyema should not be carelessly under- 
taken. Except in tuberculous pleurisy, in which the 
fluid is straw-colored, the withdrawal into the 
syringe of a clear fluid that flows freely indicates 
that the aspiration has been performed too early. 
It is surprising and inexplicable how quickly even 
fairly thick fluid can be absorbed within the pleural 
cavity. It should be borne in mind that the fluid 
is first a protective mechanism to splint the lung and 
stabilize the mediastinum, and that death in the 
acute stage of the disease is due, not to the absorp- 
tion itself, but to too early interference with the 
fluid, collapse of the remaining air-bearing tissue, 
and insufficient oxygenation incidental to the re- 
sulting pneumothorax. 

Bacteriological examinations of the fluid made by 
Lord revealed pneumococci in 39.4 per cent of the 
cases, streptococci in 20.4 per cent, staphylococci in 
3.6 per cent, miscellaneous bacteria in 16 per cent, 
and sterile fluid in 18.2 per cent. 

In Lockwood’s cases of acute empyema, as- 
piration is done in the early stage of the disease, 
with air replacement if the fluid is thick. If this does 
not cause improvement, closed drainage is estab- 
lished by the catheter and cannula method. If there 
is still no improvement, drainage is established by 
incision through an interspace and later, if necessary, 
a rib is resected, care being taken that the opening 
is at the lowest portion of the cavity. Forced feed- 
ing and blood transfusion are used as supportive 
treatment. 

In chronic empyema, radical operations should be 
decided upon only after a thorough trial of the 
Carrel-Dakin treatment. In all cases with cavities 
having a capacity of more than 3 oz., Lockwood 
endeavors to expand the lung to the wall of the chest 
rather than to collapse the wall of the chest to the 
lung. For most cavities with a capacity of less than 
3 0z., especially those peripherally situated, he 
prefers closure by muscle or skin flap, limited re- 
section of the wall, or some similar simple method. 

Before any extensive operative intervention is 
undertaken, the cavity should be thoroughly 
irrigated with surgical solution of chlorinated soda 
until the lung no longer expands and the discharge 
is as nearly sterile as possible. If necessary, decorti- 
cation may then be done with partial resection of the 
bony wall of the chest and thickened parietal pleura 
covering the cavity. For the most complete result 
the incision must be hermetically sealed to establish 
a negative pressure and maintain the re-expanded 
lung in expansion. Multiple small operations safely 
carried out indicate sound surgical judgment. 

CuesTeR L. Crean, M.D. 
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Farr, C. E., and Levine, M. I.: Empyema in Chil- 
dren; A Preliminary Report. Surg., Gynec., & 
Obst., 1928, xlvi, 79. 

The authors review 371 cases of empyema in 
children with regard to the age of the patient, the 
year in which the condition developed, and the 
organism responsible for the infection. Empyema 
is a secondary process. In g2 per cent of the cases 
reviewed it followed pneumonia. 

The incidence of empyema probably bears a 
relationship to the prevalence of pneumonia and 
the virulence of the organism. The mortality is very 
high in infancy and then drops rapidly until the 
age of seven years. Age seems to be the chief factor 
in the prognosis, but the type of the infection, the 
year in which it develops, and the virulence of the 
organism are also of great importance. 

The method of treatment used—whether it is 
intercostal incision, rib resection, open drainage, 
closed drainage, the use of Dakin’s solution, or 
simple drainage—seems to have little influence on 
the prognosis. In choosing the time for operation, 
the surgeon should be guided by the nature of the 
pus and the patient’s condition. 

Recurrences seldom result if free drainage is 
obtained and maintained. 

Death from empyema in the cases of children is 
almost always due to general debility brought on 
by the previous illness or is the result of existing 
complications rather than to the empyema itself. 

J. Frank Dovucuty, M.D. 


Janes, R.: Tuberculous Empyema. Canadian M. 
Ass. J., 1928, xviii, 10. 

Janes states that the prognosis of tuberculous 
empyema is always grave and the postoperative 
mortality high. From the standpoint of treatment, 
the cases fall into three groups: (1) those of empyema 
in a closed cavity without secondary infection, (2) 
those of empyema in a closed cavity with secondary 
infection, and (3) those complicated by a bronchial 
fistula, a chest-wall sinus, or both. 

Sterile purulent exudates in a closed cavity 
should be treated as a pleural effusion if the lung 
expands when the fluid is withdrawn. When the 
lung is fixed in collapse, thoracoplasty should be 
performed. 

Repeated aspirations may lead to secondary 
infections. Open drainage should never be estab- 
lished in sterile cases. If a bronchial fistula or 
empyema necessitatis develops, thoracoplasty should 
be done at once before the occurrence of secondary 
infection. 

When secondary infection is already present, the 
problem is always extremely difficult. Efficient 
drainage should be established, preferably by the 
closed method, and irrigation of the cavity should 
be undertaken. Dakin’s solution is contra-indicated 
as it is too irritating. In the next step of the treat- 
ment, a multiple-stage complete extrapleural thora- 
coplasty must be performed. In this way a large 
cavity may be converted into a small shallow one 


with only a scanty discharge and the patient re- 
stored to comparatively good health. In favorable 
cases the shallow cavity may be later unroofed, 
packed with iodoform gauze, and treated with 
quartz light, and the resulting defect closed with a 
pedicled skin graft. FRANK B. Berry, M.D. 


(ESOPHAGUS AND MEDIASTINUM 


Smith, L. A.: Diverticula of the Thoracic (Esoph- 
agus. Am. J. Roentgenol., 1928, xix, 27. 


Prior to the use of the X-ray, diverticula of the 
thoracic oesophagus were found only at autopsy. 
Carman collected fourteen cases seen in the period 
from 1892 to 1919, in all except one of which the 
diagnosis was made at X-ray examination. In the 
period between 1919 and 1926, the author collected 
twenty-seven cases, and in this article he adds nine 
new ones. In three of the latter, the sacculations 
were multiple. 

These cases appear to indicate that the condition 
is probably rather frequent but is often not diag- 
nosed because of the absence of symptoms. In only 
three of the cases reported by Smith were there any 
symptoms suggesting a pathological condition in 
the oesophagus, and in only one was there any evi- 
dence whatever of cardiospasm, which has been 
considered an etiological factor. 

Smith reports also two cases of non-traumatic 
para-cesophageal hernia of the stomach associated 
with oesophageal diverticula. 

Cuartes H. Heacock, M.D. 


Mosher, H. P.: Findings with the Barium Bougie 
in Cardiospasm. Azz. Olol., Rhinol, & Laryngol., 
1927, XXXVi, I124. 

Mosher is inclined to the opinion that cardio- 
spasm is a stricture which is hardly more than 
an inflammatory gluing of the deep longitudinal 
folds of the lower part of the cesophagus favored 
by accentuation of the normal twist of the tube in 
this locality. For the study of this condition he 
has devised a barium bougie, a rubber balloon 
filled with barium, the lower end of which has a 
metal cap about a centimeter wide. This bougie is 
introduced into the cesophagus by means of a whale 
bone staff and the oesophagus then examined with 
the roentgen ray. Retching occurs only when the 
bougie rests in the lower cesophagus; it does not 
occur when half of the bag is in the stomach and 
the other half in the oesophagus, the correct position 
when the X-ray examination is made. More in- 
formation can be obtained by this means than by 
direct observation through the cesophagoscope. 
The author says, “For years I have held that an 
examination at the lower end of the oesophagus 
under local anesthesia and with small tubes amount- 
ed to little or nothing.”’ 

Six cases in which the barium bougie was used are 
reported. All showed a tubular narrowing of the 
terminal portion of the oesophagus. The transverse 
and, anteroposterior diameters of the narrowing were 
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practically the same in a given case. The diameter 
of the cesophagus was reduced to between a fourth 
and three-fourths of the normal. 

Mosher believes that the narrowing is due to a 
fibrosis of the mucous membrane and fibrous layers 
of the oesophagus. He came to this conclusion 
when he noted a wave of peristalsis in the strictured 
area during the roentgen examination. He states 
that such a wave would not have occurred if the 
muscular layer had been involved to any great 
extent. He attributes the fibrosis to a previous in- 
fection in the lower part of the thorax or the upper 
part of the abdomen which extended to the cesoph- 
agus by continuity. 

The barium bag shows also whether the lower end 
of the cesophagus is movable or fixed. When the 
lung tips fill and expand under normal conditions, 
the lower end of the cesophagus is forced toward 
the midline of the body and forward from %4 to 34 
in., and the normal sag of this part of the cesophagus 
toward the right is straightened out. Accordingly 
there is a constant movement of the lower end 
of the csophagus—a double motion which may 
easily be converted into a twist. 
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The treatment of cardiospasm is dilatation. The 
barium bougie has proved of distinct value in re- 
lieving the symptoms, but as it is capable of deliver- 
ing only about 5 lb. of upward pressure, the use of 
the Plummer hydrostatic bag may be found neces- 
sary. 

It has long been known that when the cesophagus 
is filled with barium up to a certain point—generally 
to the level of the arch of the aorta—it will dilate 
itself, another proof that the obstruction at the 
terminal portion is relatively slight. When patients 
with cardiospasm first present themselves for 
examination the cesophagus is found to be full of 
fluid. Sometimes the gas bubble of the stomach 
will open the cesophagus from below. 

Recently the author began to use a Seidlitz 
powder to empty the barium-filled cesophagus and 
found it of considerable aid. The gas generated 
distends the cesophagus and makes its outline stand 
out more clearly, besides hurrying the barium into 
the stomach. In addition, it produces a large gas 
bubble in the stomach, against which the lower end 
of the barium-filled cesophagus stands out very 
clearly. ALTON OcusNER, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Fairbairn, J. S. and Sims, T. H.: Pseudomyxoma 
Peritonei Associated with Ruptured Ovarian 
Cyst and Appendicular Disease. Proc. Roy. 
Soc. Med., Lond., 1928, xxi, 372. 


Fairbairn and Sims report a case of pseudo- 
myxoma peritonei occurring in a nulliparous mar- 
ried woman forty-seven years of age. The symp- 
toms were those of mild intestinal obstruction and 
dyspnoea and palpitation on exertion. On examina- 
tion, the patient was found to be emaciated and 
anemic. The abdomen was distended and showed 
enlarged veins. The liver dullness was displaced 
upward. Dullness below the umbilicus and in both 
flanks was not associated with a fluid thrill. Para- 
centesis evacuated no fluid, but a thick gelatinous 
material exuded following withdrawal of the trocar. 
On bimanual examination no swelling was found in 
the pelvis. A tap on the abdomen communicated 
a distinct impulse to the fingers in the vagina. 

Laparotomy was followed by the extrusion of a 
large amount of gelatinous fluid. In the right 
Ovary an intact cyst was found above and a rup- 
tured cyst below. Both were excised and appendec- 
tomy was done. The appendix was coiled up in 
such a manner as to resemble a snail’s shell. It was 
firm, uniformly covered by gelatinous material, 
and markedly congested. The peritoneum was 
generally injected and the omentum thickened 
and covered by adherent masses of the gelatinous 
material that could not be entirely removed. 

The unruptured cyst was a dermoid containing 
sebaceous material and hair. The ruptured cyst 
presented the characteristic features of an ovarian 
cystadenoma. Histological examination showed 
the usual high cylindrical epithelium with basal 
nuclei and clear cell protoplasm but with an unusual 
number of clear droplets in the cells. 

The appendix showed evidence of chronic inflam- 
matory changes. The lymphoid tissue had largely 
disappeared. The cells of the mucosa were in a 
state of active secretion, being swollen, clear, and in 
places tufted. The lumen was occupied by a cen- 
tral core of coagulated material undergoing organi- 
zation with masses of mucus and enmeshed within 
it blood cells and detached portions of glandular 
epithelium. The core contained also connective 
tissue cells with well-formed blood vessels. These 
vessels showed that the core was attached to, and 
vascularized from, the wall of the appendix. The 
epithelial covering of this core was similar to the 
cylindrical epithelium of the ovarian cystoma. 

While no conclusion is drawn as to the relation 
between the conditions in the appendix and ovary, 
the authors cite the possibility that the enlarge- 
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ment of the appendix was due to the implantation 
of active tumor cells from the ovary. 
MANUEL E. LicuTEeNsTeEIN, M.D. 


Waugh, G. E.: Congenital Malformations of the 
Mesentery: A Clinical Entity. Brit. J. Surg., 
1928, xv, 438. 

Congenital malformations of the mesentery are a 
definite morbid entity of a chronic type which may 
be recognized before operation by careful clinical 
investigation. 

The syndromes to which they give rise cannot be 
explained by any well-known abdominal surgi- 
cal disease nor by any purely functional dis- 
ability which may be included under the term 
“indigestion.” 

The most important physical sign is emptiness 
of the right iliac fossa associated sometimes with 
asymmetrical enlargement of the abdomen on the 
left side. These signs are due to the fact that the 
entire segment of the embryonic mid-gut was in- 
volved in failure of rotation and fixation after 
reduction from the umbilical sac. 

Roentgen investigation will prove more helpful 
in confirming the diagnosis when, as a route pro- 
cedure, barium is given by mouth until the shadow 
is seen in the small intestine and a barium enema 
then given so that a complete picture of the entire 
intestinal tract is obtained. 

Operative treatment may effect a cure or may 
reveal a pathological condition for which treatment 
may be given. 

Howarp A. McKnicut, M.D. 


MacAuley, C.: Torsion of the Great Omentum: 
A Note on Two Cases. Brit. J. Surg., 1928, xv, 387. 


In the first of the author’s two cases of torsion of 
the great omentum, the pre-operative diagnosis was 
acute appendicitis, and in the second, appendicular 
abscess. In both cases the right portion of the 
omentum was involved and was adherent to the 
anterior abdominal wall. Characteristic of the con- 
dition was the lightness of the adhesions. The 
adherence of the omentum to the anterior abdominal 
wall was responsible for cedema of the parietal 
peritoneum. In cases with the latter condition and 
the exit of blood-stained peritoneal exudate the 
possibility of omental torsion should be considered. 
At operation, a pararectal incision is best. 

HeRMAN H. Huser, M.D. 


Grausman, P. M., and Jaffe, H. L.: Cystic Lymph- 
angioma of the Greater Omentum. Ann. 
Surg., 1928, lxxxvii, 66. 

Following a case report, the authors state that 
they believe cystic lymphangiomata to be true 
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blastomata arising in the greater omentum from 
undifferentiated mesenchyme which is capable of 
producing lymphatic vessels by proliferation of 
lymphangioblasts. Many of these newly formed 
lymphatic vessels become enlarged and cystic be- 
cause of blocking of the outlets and possibly because 
they are blind vessels. Some of the original lym- 
phatic vessels are also obstructed and show second- 
ary changes such as dilatation and proliferation of 
the endothelium. In the author’s opinion, the pre- 
formed lymphatics are not involved in the tumor 
growth. GeorceE A. Cottett, M.D. 


GASTRO-INTESTINAL TRACT 


Holmes, G. W., and Dresser, R.: The Use of Amyl 
Nitrite as an Antispasmodic in the Roentgen 
Examination of the Gastro-Intestinal Tract. 
Am. J. Roentgenol., 1928, xix, 44. 


The authors restrict their use of the term “spasm” 
to deformities of the stomach and duodenum which 
simulate an organic lesion. The term “pyloro- 
spasm” they use to designate failure of the pylorus 
to open in the usual manner. They state that all 
spasm is probably transitory as re-examination at 
a later date very often shows a changed condition or 
entire absence of spasm. 

Atropine has been widely used to relax spasm of 
the gastro-intestinal tract. During the past year 
the authors have employed amyl nitrite instead of 
atropine in over 100 examinations. Amyl nitrite 
has the advantage of producing an immediate 
effect, thereby rendering it unnecessary for the 
patient to return on a subsequent date. The fumes 
of one or two perles are inhaled by the patient while 
lying on the horizontal table and the examination is 
made as soon as the patient experiences throbbing 
of the temples, slight dizziness, and a warm flushed 
feeling. No untoward results have been noted. 

Amy] nitrite has been found especially valuable 
in the examination of the irritable spastic type of 
colon. Cuarves H. Heacock, M.D. 


Case, J. T., and Boldyreff, W. N.: The Influence of 
the Roentgen Rays upon Gastric Secretion. 
Am. J. Roentgenol., 1928, xix, 61. 

A review of the literature reveals that the results 
of experiments to determine the influence of the 
roentgen rays upon gastric secretion are confusing 
and conflicting. The authors attempted to study 
the results of a heavy dose of short wave-length 
roentgen rays upon both phases of gastric secretion. 
The first, or psychical, phase is that produced by 
the appetite, and the second, or chemical, phase is 
that produced by the action of extractive sub- 
stances and absorbed products of digested food 
upon the gastric gland. 

The psychical phase was studied in dogs with a 
gastric fistula and wsophagostomy. Sham feeding 
after the method of Pawlow was employed. For 
the study of the second phase, dogs were prepared 
with an isolated stomach pouch after the method 
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of Heidenhain. In both phases, the quantity of 
secretion was diminished although the effect was 
temporary in both cases. There was no alteration 
in the properties of the juice secreted. The return 
to normal was slower in the chemical phase then in 
the psychical phase, requiring about eight weeks. 
The authors conclude that high-voltage, deep 
X-ray treatment acts only upon the functional 
activity without destroying the vitality of the 
digestive glands, and that any result obtained in 
the treatment of gastric or duodenal ulcer is likely 
to be transitory. Cartes H. Heacock, M.D. 


Arisz, L.: An Investigation into Defects in the 
Pyloric Part of the Stomach. Acta radiol., 1927, 
Vill, 274. 

The author describes various types of defects in 
the wall of the pyloric portion of the stomach. He 
states that he has often noted: quite large defects 
which did not disturb peristaltic movements, and in 
several cases found that they were caused by large 
folds of the mucous membrane. He discusses the 
procedure by which such defects may be differen- 
tiated from the defects produced by benign and 
malignant tumors, and emphasizes the importance 
of recognizing them in order that an erroneous diag- 
nosis of ulcer may be avoided. 


Charles-Bloch, Mayer, and Cunéo: The End-Re- 
sults of the Treatment of Gastric Ulcers by 
Gastropylorectomy, Kocher’s Operation, in 
Twenty-Seven Cases Re-examined (Les résultats 
éloignés du traitement des ulcéres gastriques par la 
gastro-pylorectomie, opération de Kocher, d’aprés 
27 cas révus). Bull. et mém. Soc. nat. de chir., 1927, 
lili, 1387. 

In seventeen of the twenty-seven cases discussed 
by the authors, gastropylorectomy by Kocher’s 
method was done for ulcer of the pylorus; in nine, 
for ulcer of the lesser curvature; and in one, for ulcer 
of the duodenum. Twenty-five of the patients could 
be considered cured. Two had had another opera- 
tion. In twenty-one cases the cure was complete; 
all subjective and objective symptoms had ceased, 
there had been a gain in weight, and the patient was 
not obliged to follow a diet. Four patients com- 
plained of slight gastric disturbances and a feeling 
of heaviness after meals. In two cases, complaint 
was made of a loss of weight, anorexia, vomiting, 
and pain, but no recurrence of the ulcer could be 
found. 

In the group of cases in which the cure was com- 
plete, X-ray examination showed the stomach to be 
small but tending to increase slightly in size with 
the lapse of time since the operation. Irregularities 
in the lesser curvature which were noted in some 
instances corresponded to the suture of the part of 
the stomach which formed the lesser curvature sec- 
ondarily. Evacuation, although not entirely regular, 
was quite similar to that of the normal stomach. 

In the cases with slight gastric disturbances the 
shape of the stomach suggested a bagpipe and evacu- 
ation was slower, sometimes taking two hours. 
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In the cases with more marked disturbances the 
stomach was bilocular with a deep fixed niche on the 
greater curvature and the omentum was folded back 
toward the top. Anna L. Pace. 


Pickhardt, O. C.: Concomitant Gastric and Duo- 
denal Ulcers Two and One-Half Years Post- 
operative. Ann. Surg., 1928, |xxxvii, 143. 


Pickhardt reports the case of a woman fifty-eight 
years of age who was suddenly seized with sharp 
cramp-like pain in the right upper quadrant of the 
abdomen. The pains did not radiate and were not 
associated with vomiting or anorexia. The patient 
stated that thirty years previously she was in bed for 
two days with abdominal cramps, and that two 
years ago she had had another attack of sharp 
pains localized in the right upper quadrant of the 
abdomen. 

Physical examination revealed a smooth, firm, and 
fixed tender mass in the right upper quadrant 2 in. 
below the costal margin and 1 in. to the right of the 
umbilicus. The test meal showed a slight increase in 
acidity. The blood chemistry and blood count were 
normal, and the Wassermann test was negative. The 
feces showed a trace of blood. The X-ray revealed: 
(1) a penetrating ulcer in the middle third of the 
lesser curvature of the stomach; (2) an annular 
growth at the pylorus causing obstruction, and (3) 
deformity of the pylorus suggesting scarring and 
ulceration. There was no evidence of vigorous 
peristalsis. Retention was marked. 

Operation revealed, on the anterior surface of the 
duodenum, just distal to the pyloric vein, a freshly 
perforated ulcer which had attached itself to the 
peritoneum opposite and to the right of the umbili- 
cus, causing the stomach to twist upon itself. At 
the juncture of the first and second parts of the 
duodenum posteriorly there was a large, soft, and 
slightly indurated mass which showed through an 
area of redness and scarring when the duodenum was 
turned. At the lesser curvature, about midway 
between the pylorus and the cardia, there was a 
soft mass, measuring 1 by 2 cm., at the posterior 
aspect of the stomach. On the anterior surface of 
the stomach, midway between the lesser and greater 
curvatures, there was a small healed area with very 
little induration which was attached by long old 
adhesions to the gastrosplenic ligaments. 

A posterior gastro-enterostomy was performed, 
and before closure the omentum was placed over 
the buried ulcers. 

The posterior course was normal until the eighth 
day, when the patient began to vomit foul dark 
material in which a large ascaris lumbricoides worm 
was found. The vomiting continued for three days 
and then ceased under treatment by lavage. 

An X-ray examination made before the patient’s 
discharge from the hospital showed the barium meal 
passing through both the pylorus and the stoma. 
The stomach emptied completely in four hours. 
One year later the findings were practically the 
same. Harry W. Fink, M.D. 


Junghagen, S.: _Lymphogranulomatosis of the 
Stomach (Lymphogranulomatose im Ventrikel). 
Acta radiol., 1927, viii, 317. 

The author describes two forms in which lympho- 
granulomatosis may occur in the stomach. In one, 
it is part of a generalized condition, and in the 
other, the tumor form, it is restricted to the stomach. 

In the first form, the roentgen picture resembles 
that of gastric ulcer unless’ multiple ulcers in an 
extensive indurated area and the failure of con- 
servative treatment suggest malignancy. 

In the second or tumor form, which is usually 
found in the pyloric canal, there is a quite circum- 
scribed tumor which causes stenosis of the lumen. 
When the lymphogranulomatous granulation tissue 
does not involve the muscularis or infiltrates it only 
slightly, there is a certain motility of the outline 
which, with marked distinctness of the cuff-shaped 
and quite extensive area of stenosis, may be con- 
sidered characteristic of this stage of the condition. 
In other respects the roentgen picture resembles 
most closely that of a malignant tumor. 

The author suggests that linitis plastica may be 
identical with lymphogranulomatosis of the stomach. 


Balfour, D. C.: The Principles of Gastric Surgery. 
Minnesota Med., 1927, x, 685. 

Balfour, D. C.: The Management of Lesions of the 
Stomach and Duodenum Complicated by 
Hemorrhage. J. Am. M. Ass., 1927, |xxxix, 1656. 

Balfour, D. C.: The Results of Operation for 
Duodenal Ulcer in Physicians. Ayn. Surg., 
1927, Ixxxvi, 691. 

In discussing the principles of gastric surgery, 
Balfour says that the more the experience acquired 
in the surgical treatment of Jesions of the stomach, 
the greater the conviction that progress in the 
management of peptic ulcer will depend on a more 
intelligent selection of cases for operation and a 
better appreciation of the general principles of 
those operations which experience has shown to be 
worthy of application.. The selection of the opera- 
tion depends upon many factors, the chief of which 
are the condition of the patient, the stage of the 
disease, the situation and character of the lesion, 
and the complications associated with it. 

The value of posterior gastro-enterostomy is 
proved beyond any doubt since in properly selected 
cases this operation not only brings about a com- 
plete and permanent cure of symptoms but has an 
advantage over all other types of operation for 
lesions of the stomach and duodenum in that it is 
non-destructive. Its greatest value is in the treat- 
ment of duodenal ulcer associated with obstruc- 
tion. It is frequently necessary in cases of gastric 
ulcer, in which it is used, with local excision, to 
protect against further ulceration and motor mal- 
function. In cancer of the stomach, posterior gas- 
troenterostomy occasionally affords great relief 
when there is marked obstruction and the growth 
is small but irremovable because of penetration into 
extragastric tissues. 
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Anterior gastro-enterostomy is an excellent sub- 
stitute for posterior gastro-enterostomy and has the 
same advantages. The disadvantage of anterior 
gastro-enterostomy, namely, that in some cases the 
proximal loop does not drain satisfactorily, can be 
obviated by carrying out an entero-anastomosis. 

Pyloroplasty is occasionally preferable for chronic 
duodenal ulcer or chronic gastric ulcer when the 
lesion is in the pyloric end of the stomach. The 
chief objection to pyloroplasty is the fact that in a 
considerable percentage of cases of duodenal ulcer 
there are multiple lesions. On the other hand, the 
procedure is valuable in the bleeding type of ulcer 
because it may include a direct attack on the lesion, 
and if a recurrence of ulceration takes place sub- 
sequently, a secondary operation, usually gastro- 
enterostomy, can be carried out without great 
difficulty. 

In cases with marked obstruction in which gastro- 
enterostomy is contra-indicated because of technical 
difficulties and the duodenum is large enough for 
a satisfactory opening between the stomach and 
duodenum in front of the site of obstruction, gas- 
troduodenostomy is a valuable procedure. 

Partial duodenectomy is employed chiefly for 
posterior ulcers of the duodenum, particularly 
those of the bleeding type. While it has limited 
indications, it is an important procedure and is safe 
when it can be satisfactorily carried out. 

Jejunostomy is occasionally of great value in 
cases of high-lying, benign, and irremovable lesions 
of the stomach and duodenum. 

Partial gastrectomy affords the only possible cure 
for gastric carcinoma. It is one of the most favored 
types of operation for chronic gastric ulcer and it is 
indicated also in recurring ulcers following opera- 
tions. As a primary procedure for chronic duodenal 
ulcer it is unwarranted and will never become an 
operation of choice. The two basic types of gastric 
resection are the Billroth I and its modifications 
and the Billroth II and its modifications. For gas- 
tric carcinoma, the latter type is the more satis- 
factory. The chief indication for partial gastrec- 
tomy in cases of gastric ulcer is the large ulcer with 
a deep crater and extensive induration about the 
ulcer. The possibility that such lesions may be 
malignant necessitates a clean-cut removal. Partial 
gastrectomy is indicated also when other operations 
have failed to cure a chronic peptic ulcer. 

In discussing the management of lesions of the 
stomach and duodenum complicated by hemor- 
rhage, Balfour states that in cases of peptic ulcer, 
death rarely results from a single massive hemor- 
rhage but may result indirectly because of con- 
tinuous bleeding, although with proper manage- 
ment of the case this also is rare. For these reasons 
and because it is attended by a higher mortality 
than non-operative measures, the surgical treat- 
ment of acute massive gastric hemorrhage, regard- 
less of its cause, is avoided by surgeons. However, 
when hemorrhage from a peptic ulcer recurs before 
the patient has fully recovered from the initial 
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hemorrhage, operation preceded by transfusion 
should be performed as an emergency procedure for 
secondary hemorrhage. 

Duodenal ulcer is the most common cause of 
hemorrhage from lesions of the stomach and duo- 
denum. Of the 1,072 cases of duodenal ulcer in 
which operation was performed in the Mayo Clinic 
during 1921 and 1922 there was a history of proved 
gross hemorrhage in 18 per cent. The cause of the 
bleeding is not always clear: in some cases there 
may be a direct erosion of the gastroduodenal or 
superior pancreatic duodenal artery, but in others, 
no gross defect in the mucosa of the duodenum can 
be found. In making a diagnosis in these cases it 
must first be established that the hemorrhage is 
primarily from the stomach or duodenum. Extrinsic 
causes should then be excluded, although both 
extrinsic and intrinsic causes may be present in the 
same case. It may be safely asserted that duodenal 
ulcer when complicated by hemorrhage is a surgical 
condition, but the advisability of operating should 
be carefully weighed when hemorrhage has occurred 
in a patient who, because of age or other factors, is 
in poor condition for operation. Transfusions 
judiciously used before operation and, if necessary, 
afterward will contribute much to the rapidity and 
completeness of the recovery. There is a steadily 
increasing tendency toward direct operation in 
cases of bleeding duodenal ulcer, generally an 
excision of the lesion, but if the duodenum can be 
satisfactorily mobilized, partial duodenectomy may 
be performed. 

Of the cases of gastric ulcers in the series reviewed 
there was a complication of gross hemorrhage in 
20 per cent. Fatal hemorrhage from a gastric ulcer 
may occur, but it is rarely a primary hemorrhage. 
The experienced clinician and roentgenologist to- 
gether can usually determine the presence or absence 
of gastric ulcer. If a negative report is given on 
repeated examination, a search at operation for a 
lesion of the stomach will usually be fruitless. In 
cases of gastric ulcer complicated by hemorrhage 
the indications for operation are more positive than 
in cases of duodenal ulcer and the management is 
on a definite basis. The advisability of operation 
should be questioned only when the condition of 
the patient apparently prohibits such treatment. 
The results of various types of operation show that, 
so far as the control of hemorrhage is concerned, 
removal of the lesion offers definitely greater pro- 
tection against further hemorrhage than an in- 
direct operation, gastro-enterostomy or jejunostomy. 

Gross hemorrhage from primary gastric cancer is 
rare: it occurred in 7.5 per cent of the cases in the 
series reviewed. Gross hemorrhage per se has no 
particular surgical significance except the important 
fact that it suggests a lesion other than cancer. 
Hemorrhage, while somewhat rare in the early 
stage of carcinoma, may be most distressing in the 
later stages, and removal of the lesion at operation, 
aside from the prospect of cure in favorable cases, is 
a protection against this distressing complication. 
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Although benign tumors of the stomach are rare, 
in about ro per cent of the fifty-eight cases in which 
operation was performed at the Mayo Clinic there 
had been a history of gross hemorrhage. Marked 
secondary anemia, however, was common in these 
cases. The surgical treatment of benign tumors can 
practically always be carried out satisfactorily. 
The majority of such neoplasms are in the pyloric 
end of the stomach and can be removed with facility 
through an incision in the anterior wall, but in 
cases of certain large tumors, particularly those in 
which malignant degeneration is suspected, partial 
gastrectomy is preferable. 

Balfour’s report on the results of operation for 
duodenal ulcer in 100 physicians was compiled for 
several reasons, the most important of which were 
that the cases were carefully selected, representing 
the chronic case in which operation is clearly in- 
dicated; and that as physicians have difficulty in 
carrying out a postoperative regimen which demands 
regularity in habits of living and eating, the results 
of surgical treatment in this group should be more 
than a fair test of its value. 

The average age of the patients was forty-seven 
years, and the average time since the onset of 
symptoms was thirteen years. The operations per- 
formed were: posterior gastro-enterostomy in 89 
per cent, excision alone in 6 per cent, anterior gastro- 
enterostomy in 3 per cent, and gastroduodenostomy 
in 2 per cent. 

A summary of the results of these various types 
of operation shows that in 84 of the 100 cases the 
outcome can be classified as completely satisfactory. 
In 6 of the 100 cases, relief has been incomplete, but 
since all of these patients considered that the opera- 
tion had been worth while, the operation may be 
classified as successful in a total uf 90 per cent. Five 
of the 100 patients have had a secondary operation, 
and the remaining 5 report persistence of symptoms 
of such a character that the operative treatment 
must be classified as a failure, although 3 of the 5 
attribute their symptoms to disease of other organs, 
particularly the gall bladder. 

If results are estimated from the standpoint of 
what can be accomplished by a policy of conserva- 
tive operation for duodenal ulcer followed by a 
secondary operation if symptoms recur, the present 
condition of the patients demonstrates that the 
result of conservative measures is satisfactory in 93 
per cent of the cases. The source of this information 
seems to establish the fact that a conservative 
attitude toward the treatment of duodenal ulcer is 
sound. 


Borchers, E.: Successful Resection of the Upper 
Half of the Stomach (Erfolgreiche Resektion der 
oberen Magenhaelfte). Muenchen. med. Wchnschr., 
1927, Ixxiv, 1454. 

Borchers reports the case of a patient fifty-one 
years old in whom he successfully resected the 
upper half of the stomach for carcinoma. For the 
anastomosis of the cesophagus to the stump of 


stomach it must,be possible, after incision of the 
peritoneum, to pull the cesophagus well down and to 
apply it to the pyloric portion of the stomach with 
ease. As long a portion of the cesophagus as possible 
must be covered by gastric mucosa according to 
Einman’s method. This serosa should be sutured 
around the cesophagus and the stomach fixed to the 
diaphragm. 

In Borcher’s opinion, resection of the upper por- 
tion of the stomach for carcinoma should be per- 
formed more frequently as in this region the lesion 
is relatively less malignant than in other parts of 
the stomach. The results will improve when the 
operation is developed as a typical, strictly abdom- 
inal procedure. STAHNKE (Z). 


Demel, R.: The Nutrition of the Intestine After 
Ligation of the Vessels in the Mesentery; 
Practical Recommendations Based on Experi- 
ments on Animals (Zur Frage der Ernaehrung 
des Darmes bei Gefaessunterbindung in Mesen- 
terium; Vorschlaege fuer die Praxis auf Grund von 
Tierversuchen). Arch. f. klin. Chir., 1927, cxlvi, 701. 


Demel reports a large number of experiments 
carried out on dogs to study the nutrition of the 
intestines after ligation of the vessels of the mesen- 
tery. Previous experiments had shown that it 
makes a difference whether the mesentery is severed 
close to the bowel or farther away. The experi- 
ments here reported were made to determine which 
vascular branches in the mesentery can be inter- 
rupted and at what points in their course this can 
be done without danger. 

In various series of experiments, ligatures were 
placed at different points on vessels of the first and 
second order, terminal, marginal, and _ radial 
branches. It was found that after ligation of ves- 
sels of the first order, proximal to the point where 
branches of the second order are given off, good 
nutrition of the bowel was maintained only if not 
more than two adjacent branches of the first order 
were ligated. If three or more branches were 
ligated, gangrene of the bowel resulted. Ligation 
of branches of the second order was associated with 
less danger to the nutrition of the intestine; as 
many as four adjacent branches of this order could 
be ligated. Ligation of a terminal branch caused no 
disturbance. Ligation of the radial branches was 
very dangerous and could be performed only at a 
distance of 4 cm. 

These results show that when ligation of the 
vessels of the mesentery is necessary, the ligation of 
vessels of the first order should be avoided if possi- 
ble. Ligation of branches of the second order is 
better and permits the liberation of large segments 
of intestine from the mesentery without danger of 
gangrene. In the ligation of terminal, radial, and 
marginal branches, great care is necessary. 

In experiments on the ligation of vessels of the 
mesocolon, no disturbances resulted when the 
colica media was ligated. The colon could bear 
ligation of a radial vessel for a distance of only 3 








384 INTERNATIONAL ABSTRACT OF SURGERY 


cm. As the colon of the dog has a much richer 
blood supply than the colon of man, these findings 
emphasize the importance of special care in the 
ligation of radial vessels of the human colon. 
DENCKs (Z). 


Jayle, F.: Endometriosis of the Intestine with the 
Exception of the Rectum (Le solénome de 
l’intestin, rectum excepté). Rev. frang. de gynéc. et 
d’obst., 1927, xxii, 365. 

This is an extensive review of the literature on 
endometriosis of the intestine. 

The condition occurs most frequently in the 
third and fourth decades of life and is very fre- 
quently associated with sterility. 

The neoplasms appear grossly as scar-like placques 
containing black vesicles or polyps, and are located 
on the intestine or mesentery. They are covered by 
normal mucosa. Often the peritoneum is thickened 
and there are adhesions as in hyperplastic peri- 
tonitis. Occasionally the growths may attain the 
size of an orange. Adhesion to adjacent structures 
is the rule. 

As the symptoms are not characteristic, the con- 
dition is discovered only when it is associated with 
pelvic lesions or symptom-producing adhesions or a 
tumor occludes the lumen of the intestine. 

The diagnosis is nearly always made by micro- 
scopic examination of specimens removed at opera- 
tion. When the endometrial growth forms an actual 
tumor, the operative diagnosis is usually carcinoma. 
In the appendix, endometriosis is discovered only 
on microscopic examination following appendectomy 
for acute or chronic appendicitis. 

Because of the erroneous diagnosis of malignancy, 
the treatment of intestinal endometriosis presenting 
itself in the form of a tumor has usually been resec- 
tion. When the lesion becomes better known, more 
conservative treatment may perhaps be possible in 
certain cases. ALBERT F. DeGroat, M.D. 


Stephens, V. R.: Acute Intussusception: Manipu- 
lative Reduction under Fluoroscopic Control. 
Am. J. Dis. Child., 1928, xxxv, 61. 


Stephens reports a method for the manipulative 
reduction of ileocecal intussusception by the injec- 
tion of a barium enema under fluoroscopic control. 
This method was previously described by Retan. 

Anesthesia is unnecessary. Only a small amount 
of barium is injected at a time, and the manipula- 
tions are gently applied at the point at which the 
enema meets the intussusception. A generous 
trickle of barium into the ileum is evidence of com- 
plete reduction. If there is any doubt concerning 
the completeness of the reduction, the abdomen 
should be explored at once. 

Stephens concludes that manipulative reduction 
should be attempted in early cases. When the 
attempt fails, no harm has been done if the pro- 
cedure has been properly carried out, and ap- 
propriate surgical treatment can be instituted 
immediately. Joun H. Gartock, M.D. 


Olch, I. Y.: Duodenal Regurgitation as a Factor in 
the Neutralization of Gastric Acidity. Arch. 
Surg., 1928, xvi, 125. 

In his studies of duodenal regurgitation, Olch 
chose histamine as a standard stimulant for the 
secretion of gastric juice because it is stable and as 
it is administered by hypodermic injection, dilution 
of the gastric secretion is avoided. He calls atten- 
tion to the fact that the results of the usual test 
meal are unsatisfactory on account of the variable 
chemical composition of the substances ingested, a 
change in the reaction of the gastric contents due to 
the admixture of saliva, and the influence of the 
psychic phase on gastric secretion. 

The curve obtained after the intramuscular injec- 
tion of 1 mgm. of histamine into the normal dog is 
shown. The stomach was emptied every ten min- 
utes and 1o c.cm. of the gastric contents were 
titrated with tenth-normal sodium hydroxide, 
Toepfer’s reagent and phenolphthalein being used 
as indicators. The effect of the drug was noticed in 
the first aspiration, and the highest degree of acidity 
was reached from thirty to forty minutes after the 
injection. This was equivalent to 0.45 per cent of 
hydrochloric acid, slightly less than the degree of 
acidity of pure gastric juice as secreted. Variations 
were not marked in normal dogs, in no case being 
more than ten during the first sixty minutes of the 
examination. The amount of fluid withdrawn from 
the stomach represented pure gastric juice minus an 
amount lost through the pylorus plus an amount 
added by the regurgitation of the duodenal fluid. 

When a moderate amount (200 c.cm.) of 0.5 per 
cent hydrochloric acid (the concentration at which 
the gastric hydrochloric acid is secreted) is intro- 
duced into the stomach, the acidity decreases in de- 
gree as the fluid ledves the stomach. This decrease 
is caused by neutralization of the acid by regurgita- 
tion of the alkaline duodenal fluid which is com- 
posed of pancreatic juice, bile, and succus entericus. 
The pancreatic juice is the most important of these 
three secretions because it is produced in large 
amounts when the degree of acidity of the stomach 
is high and also because its alkalinity is much greater 
than that of the two other fluids. This regurgitation 
of pancreatic juice which was first noted by Boldy- 
reff and called by him the “self-regulating mecha- 
nism of the stomach,” is a constant occurrence in 
the resting as well as the active stomach. Pancreatic 
juice is secreted in direct response to gastric acidity, 
and one of its functions is to neutralize the latter 
before the acid reaches the much more sensitive 
intestinal mucosa. 

In experiments carried out on dogs to*determine 
the influence of nervous control on the secretion of 


the stomach, branches of the vagus nerve were sec- . 


tioned intrathoracically, intra-abdominally, and by 
circumcision of the prepyloric part of the stomach. 
The results obtained were uniform, regardless of the 
site of the section. In every case the degree of gas- 
tric acidity was diminished apparently because of 
the more patulous condition of the pylorus. 
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The author comments upon various procedures 
performed upon the stomach for ulcer. As a rapid 
decrease in acidity is the ideal result to be obtained, 
he believes that resection and pyloroplasty offer the 
greatest promise of cure because they favor regurgi- 
tation of the duodenal contents with resultant neu- 
tralization of the acidity. He does not favor gastro- 
enterostomy. Morris A. Stocum, M.D. 


Wheeler, Sir W. I. DeC.: A Case of Actinomycotic 
Ulceration of the Duodenum and Jejunum. 
Brit. J. Surg., 1928, Xv, 430. 


So far as can be ascertained from the literature, 
ulceration of the duodenum from actinomycctic in- 
fection is very rare. 

The case reported by the author was that of a 
man forty years of age who had been suffering for 
four months from vague abdominal pains, loss of 
weight and appetite, and gastric stasis. On the pa- 
tient’s admission to the hospital his temperature 
ranged from gg to ror degrees F. and he showed 
definite cachexia. After his admission he had a 
severe attack of hamatemesis. Examination re- 
vealed tenderness and some rigidity above the 
umbilicus. Hydrochloric acid was absent from the 
stomach contents. 

X-ray examination showed the stomach to be 
dilated and hypotonic. There was diffuse narrowing 
of the pyloric segment with gross irregularity of out- 
line in both curvatures. A diagnosis of pyloric ob- 
struction due to carcinoma was made. 

At operation, in which the abdomen was opened 
in the midline above the umbilicus, a loop of jejunum 
about 1 ft. from the duodenojeijunal flexure was 
found to be the site of a tumor and adherent to the 
omentum and the neighboring coils of intestines on 
its surface. The tumor was red and acutely inflamed. 
In two or three places, perforations, closed by Joose 
adhesions, passed through the inflamed area into 
the lumen of the intestine. The loop of jejunum was 
resected and an end-to-end anastomosis done. 

On the eighth day after the operation the patient 
experienced a sudden pain, probably due to per- 
foration, and died a few hours later. 

At autopsy, the third portion of the duodenum 
was found to be ulcerated in much the same manner 
as the resected loop. The cause of death was leakage 
at the line of anastomosis. 

The portion of intestine removed at operation 
showed two perforations. Except for the inflamma- 
tion in the immediate vicinity of the perforations, 
there was relatively little peritonitis. The mucous 
surface presented two transverse ulcers which were 
partly confluent and extended circularly around al- 
most the entire circumference of the intestine. The 
edges were ragged and partly undermined, and there 
was a red line of intense inflammation about their 
margins. The floors of the ulcers were shaggy and 
covered by a dark green, adherent slough. 

Microscopic sections showed the surface of the 
ulcer to be covered by necrotic material containing a 
moderate number of pus cells and many bacteria. 


Beneath this the inflammation was of a more or less 
subacute or chronic type, plasma cells were very 
numerous, and the general background of the struc- 
ture was that of granulation tissue. This inflamma- 
tory process extended down to the muscular layers. 
The bacteria in the slough were cocci and bacilli. 
Some of the latter were long and filamentous. In the 
floor of the ulcer there were several clumps of micro- 
organisms composed of branching partly-beaded fila- 
ments arranged in a radiating fashion and of a type 
closely resembling the streptothrix. 

Autopsy showed the second and third parts of the 
duodenum also to be perforated and revealed a large 
ulcer beginning at the bile papilla and extending 
Jengthwise as far as the duodenojejunal flexure and 
circularly around the entire circumference of the 
bowel. The ulcer resembled the lesion previously 
found, but was more extensive and had a more 
shaggy greenish base. Its floor was composed of a 
tagged mass of necrotic tissue. 

The patient had suffered from a rare, severe ulcer- 
ative condition of the duodenum and jejunum. The 
ulceration was of an almost diphtheritic type with 
comparatively little suppuration, the tissue reaction 
being mainly of the plasma-cell type with lymphoid 
cellinfiltration. Many microérganisms were found in 
the superficial sloughs, but the preponderating one 
was of the streptothrix type. Organisms of the ray- 
fungus type were found in the floor of the jejunal 
ulcer, but only in the slough of the duodenal ulcer. 
No streptothrix was found in the lymphatic glands. 
According to Cope, secondary deposits of this or- 
ganism in lymphatic nodes are unusual. 

Howarp A. McKnicut, M.D. 


Schlanger, P., and Finochietto, R.: Ulcer of the 
Duodenum; ‘‘Snail Stomach”’ and Partial In- 
sufficiency of the Pylorus (Ulcera del duodeno; 
est6mago en caracol e insufficiencia parcial del 
piloro). Semana med., 1927, Xxxiv, 1093. 

In the case of a patient, thirty-two years of age, 
who was admitted to the hospital with the symptoms 
of gastric ulcer, roentgen examination showed the 
picture of the condition variously called ‘snail 
stomach,” ‘“tobacco-pouch stomach,” and ‘“U- 
shaped stomach.”’ There was retraction of the lesser 
curvature with displacement of the pylorus upward 
and to the left (toward the cardia) and displacement 
of the prepyloric portion of the greater curvature 
upward and to the right. There was also insufficiency 
of the pylorus. This picture is caused by spastic 
retraction of the lesser curvature due to ulcer of the 
lesser curvature or the duodenum. 

AupreY G. Morcan, M.D. 


Thompson, W., and Stewart, M. J.: A Remarkable 
Example of the Tendency Toward Recurrent 
Peptic Ulceration Following Gastro-Enteros- 
tomy for Duodenal Ulcer. Brit. J. Surg., 1928, 
XV, 517. 

The author reports the case of a patient who was 
subjected, during a period of sixteen years, to five 
separate operations upon his stomach: four gastro- 
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enterostomies and a partial gastrectomy. He lived 
for two years after the last intervention and 
died of chronic interstitial nephritis and arterio- 
sclerosis. The original ulcer always healed and a 
fresh one developed near the site of the last opera- 
tion. Even at autopsy, two new ulcers were found 
in the small remaining portion of the stomach. The 
first operation was performed in 1905; the second 
in 1914; the third in 1918, the fourth in 1920, and 
the fifth in 1921. Herman H. Huser, M.D. 


Walters, W., and Bollman, J. L.: The Toxzmia of 
; Duodenal! Fistula: Physiological Changes Con- 
cerned in the Production of Its Characteristic 
Chemical Reactions of the Blood. J. Am. M. 
Ass., 1927, |xxxix, 1847. 


Changes in the chemical reactions of the blood 
associated with acute duodenal fistula are chiefly 
the result of the loss from the body of the acid 
and chlorides of the gastric secretion through the 
fistula. 

Even if loss of the acids and chlorides in the gas- 
tric secretion from a duodenal fistula is prevented 
by gastrojejunostomy, disturbance in motility in 
the upper intestinal tract causes an increase in the 
excretion of chlorides through the intestinal and 
urinary tracts, with a proportionate decrease in the 
concentration of blood chlorides. 

Continuous loss of pancreatic secretion is fatal, 
whereas loss of bile and duodenal secretion is with- 
out lethal effect. 


Draper, J. W., and Johnson, R. K.: The Pathogenic 
Colon—Recent Studies. Am. J. Surg., 1928, iv, 1. 


The pathogenic colon is a colon disorganized in 
such manner as to cause disease in other parts of the 
body. The condition is non-malignant and non- 
specific. Its pathogenesis is dependent upon chronic 
bacterial parasitism, the fundamental predisposing 
cause of which is congenital dysmorphism and the 
contributing cause of which is gravitation. 

The colon of childhood has a uniform appearance; 
it is usually free from the minor variations found in 
later life, such as those resulting from ordinary or 
accidental wear and tear. The typical characteristic 
of the adult colon is diversity of appearance. Its 
conformation to the habitus subjects it to a wide 
range of morphological variations. The colon of the 
meso-ontomorph, often referred to as the hyper- 
sthenic colon, lies high in the abdomen under a wide 
costal arch. It is relatively short and its cecum is 
frequently found near the second position. The 
colon of the hyperontomorph, sometimes called the 
hyposthenic colon, hangs low in the abdomen be- 
tween a narrow costal arch and is relatively long in 
all of its components. Between these two types are 
found numerous gradations, any one of which may 
be considered morphologically typical for a given 
individual, but when so considered must also be 
proved functionally normal for that individual. 

In the colon, as in all other organs, the occurrence 
of painful or disabling symptoms is almost always 
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traceable to the protective reaction of the organism. 
Pain signifies spasm rather than dilatation. Altera- 
tions in motility, too frequently considered patho- 
logical entities, are in reality physiological reactions 
to pathological states which are of a protective 
nature. 

The effect of gravitation upon the human abdomen 
has long been emphasized. The authors are con- 
vinced, however, that the anomalies under discussion 
are almost invariably of chromosomic derivation. 

Axial rotation of colon segments interferes with 
the normal geometrical relationship of the circular 
and longitudinal muscle fibers. 

The information gained by routine examination 
of the alimentary canal by the usual opaque serial 
meal relates largely to function. 

Gross angulations of the transverse colon are en- 
countered with great frequency. The significance of 
spasm is always difficult to evaluate. Spasm that 
appears early, persists, and is accompanied by pain, 
should never be disregarded. 

The human colon always presents certain well- 
defined characteristics of size, contour, and position. 
The roentgen-ray film is of value principally for the 
information it gives concerning these three elements. 

Morris H. Kaun, M.D. 


Bargen, J. A.: The Treatment of Chronic Ulcer- 
ative Colitis. Minnesota Med., 1927, x, 689. 


Of 92 cases of chronic ulcerative colitis in which 
vaccine or filtrate was administered and foci were 
eradicated, a clinical cure resulted in 85 and an at 
least 75 per cent cure (measured by the patient’s 
ability to perform his usual activities) was obtained 
in 7. There was no medication in these cases. 

Of tor cases in which vaccine or filtrate was ad- 
ministered and one or many additional therapeutic 
agents (including tincture of iodine, gentian violet 
witch hazel, mercurochrome, kaolin, bismuth, and 
opium) were employed, a clinical cure resulted in 68 
and a 75 per cent cure in 33. This makes a total of 
153 (76.5 per cent) in which symptoms were abol- 
ished and 4o in which the disability was slight al- 
though some symptoms persisted or proctoscopic 
examination revealed residual signs of the disease. 
In 114 of the 153 cases, the remissions have lasted 
for more than a year, and in a considerable number 
for three years. In 51 of these cases the rectal mucosa 
has been found entirely clear on proctoscopic exami- 
nation. In 4o cases the reontgenogram has shown a 
return of haustrations. After initial remissions, 
symptoms have recurred in 24; in 17 of these a 
clinical cure again followed treatment. 

In the 7 cases not already accounted for, medical 
management met with disappointing results, and in 
5, an ileostomy was performed. Two of the 5 pa- 
tients died, one from most unusual diffuse carcino- 
matosis of the entire colon, in which highly malig- 
nant cells replaced the mucosa, and the other from 
multiple abscesses. In the sixth case, colostomy was 
performed for rectal stricture and death occurred 
later from carcinoma superimposed on the chronic 
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ulcerative colitis. In the seventh case, an ileosig- 
moidostomy was performed during an acute exacer- 
bation after the patient’s dismissal. 


Caraven and Basset: Strictly Mechanical Obstruc- 

tion of the Intestine without Abscess or Peri- 

 tonitis in the Course of an Initial Attack of 

Appendicitis (Occlusion intestinale, strictement 

mécanique, sans abscés ni péritonite, au cours d’une 

premiére crise d’appendicite). Bull. et mém. Soc. 
nat. de chir., 1927, lili, 1104. 


Basset reports a case of complete intestinal ob- 
struction which was treated by Caraven. The pa- 
tient was a girl eighteen years of age who gave a 
history of a rather severe attack of pain in the lower 
abdomen twelve days previously. Before that attack 
she had never been ill. When she was examined by 
Caraven, the abdomen was relatively flat but dilated 
loops of bowel could be seen through the abdominal 
wall. No peristalsis was noted. Palpation revealed 
slight tenderness just below and to the right of the 
umbilicus. Just above the pubes there was slight 
cedema. No tenderness was found over McBurney’s 
point. Rectal examination revealed, in the cul-de- 
sac, a mass which had the elasticity of a cyst. The 
pulse was 90 and the temperature normal. The pre- 
operative diagnosis was intestinal obstruction due 
probably to paralysis caused by a pelvic abscess of 
appendicular origin. 

At the time of operation, which was unavoidably 
delayed, the temperature was subnormal. The pelvis 
was found filled by the distended ileum. There was 
no peritonitis or abscess. The inflamed but not per- 
forated appendix was pointed upward toward the 
umbilicus and was adherent at its tip to the small 
bowel at about the juncture of the jejunum and 
ileum. During the liberation of the adhesions, the 
jejunum was perforated. The patient died a few 
hoursaftertheoperation. MuicuariL. Mason, M.D. 


Brennemann, J.: ‘‘Abdominal Pain of Throat In- 
fections in Children’”’ and Appendicitis. J. Am. 
M. Ass., 1927, |xxxix, 2183. 


In the course of throat infections in childhood 
there frequently occurs a peculiar abdominal pain 
that is of great importance in the differential diag- 
nosis of abdominal conditions in which pain is the 
cardinal symptom. Among the most important 
complication which may arise in the course of in- 
fections in the nose and throat is appendicitis. The 
nose and throat conditions to which the author 
refers comprise the whole group of non-specific, 
sporadic, endemic, epidemic, pandemic, febrile in- 
fections that have their primary locus in the nose 
and throat and are variously called tonsillitis, pha- 
ryngitis, nasopharyngitis, sore throat, cold, bron- 
chitis, upper respiratory tract infection, angina, 
glandular fever, grip, and influenza. 

There are two types of abdominal pain. The 
first type is more frequent than the second and oc- 
curs early. It is usually intermittent or colicky and 
accompanied by little or no tenderness either at its 


site or elsewhere. It is practically always referred 
to the region of the umbilicus, and nearly always, 
if the patient is questioned closely, to the umbilicus 
itself. The second type of pain is less sharply de- 
fined, usually less severe, and more apt to be inter- 
mittent than constant. It may be localized any- 
where in the abdomen, but occurs most often at the 
umbilicus or in the lower right quadrant. There is 
practically always an accompanying tenderness, es- 
pecially if the appendix is involved. In some cases 
a mesenteric lymphadenitis may be present. 

The author has for years noted that, in children, 
appendicitis often occurs as a complication or sequel 
of throat infection. On the basis of this observation 
he has formulated the foHowing concept: ‘‘Throat 
infection, abdominal pain, appendicitis.”” He cites 
the opinion of Evans, of the University Clinic, 
Madison, Wisconsin, that appendicitis is apt to oc- 
cur just after, rather than during, an infection of 
the upper respiratory tract. 

In conclusion, Brennemann states that enteritis 
is a frequent complication of throat infections, and 
that non-appendicial pain in the abdomen is a much 
more common accompaniment of throat infection 
in children than pain due to inflammation of the 
appendix. Cuar_es F, DuBors, M.D. 


LIVER, GALL BLADDER, PANCREAS 
AND SPLEEN 


McIndoe, A. H., and Counseller, V. S.: The Bi- 
laterality of the Liver. Arch. Surg., 1927, xv, 589. 


The right and left branches of the portal vein 
are regularly and definitely divided along a line 
from the fossa for the gall bladder to the entrance 
of the hepatic veins into the inferior vena cava. 
Except for the intercellular sinusoids, which are 
probably insufficient to maintain a collateral cir- 
culation, there is no gross anastomosis across the 
line of separation. 

The right and left branches of the hepatic artery 
are also separated in the same manner and at the 
same situation. There is an arteriolar anastomosis 
between the right and Jeft sides, chiefly between 
the capsular and vaginal branches, but it is not 
sufficient to prevent infarction of the corresponding 
lobe following occlusion of either branch. 

The line of separation of the right and left hepatic 
ducts is identical with that of the artery and vein, 
but the division is absolute. The facts of embry- 
ology, anatomy, and pathology are in accord with 
the assumption that the two areas of liver deter- 
mined by this division, which is common to the 
three vessels, represent the true embryological right 
and left hepatic lobes, and that the falciform liga- 
ment is merely an arbitrary landmark. 

Snell, A. M., and Rowntree, L. G.: The Functions 
of the Liver and Tests of Their Efficacy. Ohio 
State M. J., 1927, xxiii, 979. 

During the last decade considerable progress 
has been made in the study of the liver and its 








388 


diseases. Light has been thrown on the physiology 
of the liver and on disturbance in its function in 
disease. Tests of function which a decade ago were 
looked upon as of only academic interest have now 
acquired considerable importance in the practice of 
clinical medicine. Although these tests have failed 
to prove of great value in prognosis, they have 
helped materially in the recognition of the presence, 
nature, and extent of functional disturbances. They 
afford valuable information also as to whether the 
disease is progressive, stationary, or improving, 
thus indicating whether or not operation is neces- 
sary. In addition, they tend to cause a more thor- 
ough clinical study of patients suffering from 
hepatic disease and hence lead to individualization 
in treatment and the establishment of treatment on 
a more rational basis. 


Grimault, L., and Basset, A.: A Case of Traumatic 
Rupture of the Liver; Early Operation; Excision 
and Suture of the Hepatic Laceration; Cure (Un 
cas de rupture traumatique du fois; opération pré- 
coce; excision et suture de la bréche hépatique; 
guérison). Bull. et mém. Soc. nat. de chir., 1027, liii, 
1107. 


Basset reports a case of traumatic rupture of the 
liver which was treated by Grimault. The patient 
had been struck by a steel bar across the lower part 
of the chest and the upper quadrant of the abdomen 
on the right side. The injury caused extreme pain 
but no shock or increase in the pulse rate. One hour 
after the accident, a general board-like rigidity of 
the abdominal wall was apparent on the slightest 
touch and persisted even when the patient’s atten- 
tion was distracted. 

Operation revealed a massive ragged tear about 
12 cm. deep across the right lobe of the liver. This 
had produced only moderate hemorrhage. Suture 
of the tear after resection of the irregular edges was 
followed by complete recovery. Three years after 
the operation the patient was still in good condition. 

In transmitting the case report, Grimault called 
attention to the fact that, two hours after the acci- 
dent, in spite of the presence of an extensive lacera- 
tion of the liver, there was no sign of internal hem- 
orrhage, percussion revealed no dullness in the flank, 
the pulse was 76, and at laparotomy only a moderate 
quantity of blood was found and the tear in the liver 
was no longer bleeding. He emphasized also the 
marked contracture of the abdominal wall. 

Basset cites this case as further evidence in sup- 
port of his contention that true abdominal rigidity 
may be associated with intra-abdominal hemorrhage 
in the absence ofinfection. At the time that he first pre- 
sented this conclusion, Lecéne said that, in his opinion, 
true reflex contracture of the muscles of the abdomi- 
nal wall is a reliable indication of peritoneal infection 
and does not occur regularly in cases of internal 
bleeding—at least not at the beginning of the hem- 
orrhage. 

Schwartz and Proust also maintained that blood 
in the abdomen does not cause rigidity. 
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Basset cited a number of intra-abdominal condi- 
tions which may give rise to abdominal rigidity in 
the absence of peritoneal infection—renal colic, 
hepatic colic, lead colic, perforation or gastric or 
duodenal ulcers with the development of rigidity 
simultaneously with the pain and before the occur- 
rence of infection, and the subacute crises of mesen- 
teric cysts—and reported a case with marked rigidity 
in which operation failed to reveal peritonitis. 

In discussing Basset’s conclusions, Lecéne stated 
that in at least 90 per cent of cases with a distinct 
reflex contracture of the abdominal muscles, a sub- 
ajacent peritoneal infection should be thought of 
first, but if the contracture has been preceded by a 
severe injury, the possibility of rupture of a viscus 
should be considered. Micuaet L, Mason, M.D. 


Snell, A. M., and Weir, J. F.: Diseases of the Liver 
and Bile Passages. J. Am. M. Ass., 1927, 1xxxix, 
1209. 

At the present time a number of new clinical and 
laboratory criteria for the study of hepatic disease 
are available. These additions to our armamen- 
tarium should be of assistance in the management of 
diseases of the liver. While there have not been 
any noteworthy advances in the cure of hepatic 
disease, a number of symptomatic remedies have 
been introduced which seem to be of definite value. 
The pre-operative preparation and postoperative 
management of jaundiced patients have been im- 
proved, and various measures have been success- 
fully employed for the treatment of various types 
of postoperative toxemia in this group. 

While much of the treatment mentioned is 
empirical, clinical and experimental evidence seems 
to justify its use. The small successes thus far 
attained should encourage further studies in the 
treatment of hepatic disorders. 


MeVicar, C. S., and Fitts, W. T.: Clinical Aspects 
of Jaundice. J. Am. M. Ass., 1927, lxxxix, 2018. 

McVicar and Fitts emphasize the importance of a 
clear distinction between surgical and non-surgical 
cases of jaundice. This presents greater or less 
difficulty, but is facilitated by a period of close 
observation of the patient in a hospital. While such 
clinical and laboratory investigations are being 
carried out, measures may be instituted to counter- 
act the dangers of operating in the presence of 
jaundice should surgery be decided upon. 

The authors have not gained much assistance 
from the current classifications of jaundice based on 
prolonged clinical observation or autopsy data. 
They believe that the essentials for a proper classi- 
fication are the van den Bergh reaction, the serum- 
pigment curve, the quantity of bile reaching the 
duodenum, and the presence and character of pain. 

They favor McNee’s classification, but find it 
difficult to distinguish infective from toxic jaundice. 
If hemolytic jaundice is omitted, the differential 
points narrow down to pain, excess of bile to the 
intestinal tract, and the serum-pigment curve. 
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The authors discuss the significance of the pres- 
ence, absence, and nature of pain in the diagnosis 
of stones, pressure on the duct, distention of the 
liver, and malignant disease, and the significance of 
recurrent pain after operation. Severe colic after 
an operation for stones does not always indicate 
recurrence of stones. In the authors’ series of cases 
of benign stricture without stones there was a his- 
tory of severe colic in go per cent. 

The significance of high concentration of bilirubin 
in the blood is discussed particularly in relation to 
carcinoma of the pancreas. The authors did not 
encounter this disease in patients under the age of 
thirty-nine years. While carcinoma of the pan- 
creas occludes the duct, absence of bile from the 
duodenal contents is not an infallible diagnostic 
point. The duodenum may not have been reached 
or intrahepatic disease may have interrupted the 
flow. The authors recommend repeated duodenal 
drainage to obviate these sources of error. 

The advantages of determining the bilirubin in 
the serum are presented. The changes in level 
occur more quickly than the visible manifestations 
of jaundice, and when the level is high, changes 
cannot be measured by clinical observation. The 
authors prefer the van den Bergh method to the 
Meulengracht method for various reasons, including 
the advantage of the information conveyed by the 
type of reaction. 

Cholecystitis seldom calls for a determination of 
the concentration of serum pigment. 

Of the less important signs, the authors find few 
of much significance in determining the origin of 
the jaundice. Variations in the color of the skin and 
the presence of pruritus have no constant signi- 
ficance. Courvoisier’s law is not as well supported 
clinically as it is at autopsy, and interpretation of 
the findings of palpation in the region of the gall 
bladder is hazardous. Bradycardia in jaundice the 
authors characterize as “almost a myth.” 

Tests of function have not been of value in diag- 
nosis because structural injury does not go hand in 
hand with impairment of function, and even if 
dysfunction is present its degree cannot be made the 
basis for diagnostic conclusions. The examination 
of the urine for urobilin or urobilinogen has not 
found as much favor with the authors as with 
others, since the cardinal question is whether or not 
bile is reaching the intestine. This can be deter- 
mined more accurately and directly by siphonage of 
the duodenum. A case is cited in which the uro- 
bilinogen test was misleading. 

Tests of pancreatic function are uncertain because 
enzyme activity depends on other constituents of 
the duodenal juices. Moreover, the common bile 
duct may be occluded by a pancreatic tumor when 
the pancreatic duct is patent. 

The measures to be taken to reduce the risk of 
hemorrhage are reviewed. The method of admin- 
istering calcium chloride is described. Transfusion 
is necessary if delay in coagulation persists. It 
may be necessary to repeat these measures. 


Heyd, C. G.: Acute Hepatic Degeneration-Chole- 
cystogastrostomy. Ann. Surg., 1928, lxxxvii, 146. 


Heyd reports the case of a man twenty-six years 
of age who entered the hospital complaining of 
jaundice, nausea, vomiting, weakness, and mental 
depression. During the previous six weeks he had 
lost 20 lb. His illness began about two months 
previously with fever and weakness. The jaundice 
first appeared about two weeks after the onset of 
the fever, increased in intensity for about three 
weeks, then faded, and after an interval of a few 
days recurred with fever and vomiting. There was 
no pain, but the condition was associated with 
considerable eructation of gas. The patient stated 
that his stools were gray. His previous surgical 
history included a mastoid operation, a septum 
operation, tonsillectomy, and adenoidectomy. 

The physical examination was negative except for 
tenderness in the right upper quadrant of the 
abdomen and a palpable liver and spleen. A tenta- 
tive diagnosis of obstructive jaundice—probably of 
toxic origin—was made. The leucocyte count was 
11,800 and the platelet count 224,600. The Wasser- 
mann test was negative. The icterus index was 
100. The van den Bergh direct test was 1+; the 
van den Bergh indirect test, 3+; and the Fouchet 
test, 3+. ' 

X-ray examination of the gall-bladder region re- 
vealed no evidence of calculi. The right lobe of the 
liver was markedly enlarged, but its free border 
was quite smooth. X-ray examination of the kidneys 
was negative. X-ray examination of the gastro- 
intestinal tract was also negative except for colonic 
spasm and stasis in an irregular segmented appendix. 
The stools were uniformly clay colored. 

At operation, the liver was found to be twice 
the size that is normal for the patient’s age, weight, 
and stature. There was no evidence of fibrosis of 
Glisson’s capsule. The abdomen contained about 
300 c. cm. of pale amber ascitic fluid. The gall 
bladder was thickened but without stones. The 
common duct was narrow, but not thickened. The 
lymph glands at the juncture of the cystic and 
common ducts were enlarged. The pancreas was 
softer than normal. The gastroduodenal segment 
was negative. The lower abdomen was not ex- 
plored. The operation consisted in cholecystogas- 
trostomy with application of the gall bladder to the 
lesser curvature of the stomach about 3 cm. from 
the pyloric ring. The suture line was re-inforced by 
wrapping a portion of the greater omentum about it, 
and a small cigarette drain was placed in Morrison’s 
space. 

Aside from nausea which lasted for six days, the 
postoperative course was uneventful. The jaundice 
quickly decreased in intensity, the bile tests ap- 
proached normal, and the stools became of a normal 
color. 

The author believes that the underlying factor 
in this case was an infectious or toxic condition with 
degeneration of the hepatic parenchyma. He con- 
cludes that as a result of the destruction of the 
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liver cells the bile canaliculi became blocked with 
broken-down cellular detritus and bile thrombi. 
The cytolysis of the liver cells continued with the 
formation of so-called ‘‘lakes” of bile. Two factors 
were at play: (1) primary destruction due to a 
hematogenous process, and (2) the mechanical 
factor with obstruction of the small bile canaliculi. 
The final result so far as the liver was concerned 
was an intense oedema of the entire organ. The 
condition can be described as a hydrohepatosis. 

The purpose for which the cholecystogastrostomy 
was done to drain the liver of the oedema fluid and 
thereby relieve the passive congestion. 

Harry W. Fink, M.D. 


Judd, E. S., and Counseller, V. S.: The Effects of 
Obstructive Lesions of the Common Duct of 
the Liver. J. Am. M. Ass., 1927, 1xxxix, 1751. 


Stones in the common duct and benign traumatic 
Stricture, by reason of their long duration and 
associated chronic cholangeitis, produce only mod- 
erate hydrohepatosis and varying degrees of biliary 
cirrhosis. The gall bladder is contracted. Malig- 
nant stricture of the common duct is associated 
with marked hydrohepatosis and parenchymal 
atrophy but with little or no biliary cirrhosis. The 
gall bladder is usually markedly dilated. 

Courvoisier’s law applies as well to the intra- 
hepatic biliary system as to the gall bladder and 
common duct, and the condition of the latter is 
an index of the changes in the former. In the 
harboring of chronic infection, the parietal sacculi 
are a factor. Early relief of obstruction is essential. 


Boyden, E. A.: Concerning the Prevalent Denials 
of Functions Long Attributed to the Gall 
Bladder. Surg., Gynec. & Obst., 1928, xlvi, 30. 


Two radical conceptions that have received con- 
siderable emphasis in recent years are that the gall 
bladder does not play a significant réle in digestion, 
and that it is a passive organ. The first of these 
views is no longer tenable, and the second is fast 
being disproved. 

One of the arguments upon which the denial of ac- 
tive function of the gall bladder was based was that 
contraction of the organ had never been observed 
during operation. This was due, however, to the 
absence of a sustained stimulus for contraction at 
the time of operation, the stomach and duodenum 
usually being empty, and to the inhibition of con- 
traction by the mechanical manipulation incident 
to the operation and the deep ether anesthesia. If 
the abdomen is opened under local anesthesia, con- 
traction of the gall bladder may be observed five 
minutes after the administration of magnesium 
sulphate. 

The function of the gall bladder as a storage organ 
was denied on the basis of the size of the organ. It 
was argued that the gall bladder is too small to hold 
all of the bile that is secreted in twenty-four hours. 
Recent investigations have shown, however, that 
no such demand is made upon the organ since much 
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of the bile secreted by the liver passes continuously 
for a time following meals and at longer intervals 
during fasting. 

In the last few years it has been shown also that the 
gall bladder has great concentrating power, and that 
frequently it discharges part of its contents during 
fasting and all or much of its contents after meals. 

Another argument advanced as indicating the 
relative unimportance of the gall bladder was that 
the organ may apparently be removed with im- 
punity. Frequently, however, cholecystectomy re- 
sults in well-recognized digestive disturbances, and 
the first effect of the operation is dilatation of the 
extrahepatic ducts. 

By the Graham method of cholecystography it 
was discovered that egg yolk and cream produce 
complete emptying of the human gall bladder. A 
study of the results in twenty-four healthy young 
men and women showed that the discharge of bile 
from the gall bladder is intermittent and that the 
first contraction phase is the most important. The 
female gall bladder is somewhat smaller than the 
male and empties faster. After the ingestion of food 
there is a very short latent period of contraction, 
usually less than two minutes. Since the presence of 
the bile in the duodenum is known to initiate the 
flow of the pancreatic juice, its discharge from the 
gall bladder at the beginning of a meal has a double 
significance. 

To refute the theory that the decrease in the 
amount of bile in the gall bladder after meals is due 
to the concentration of the bile within the viscus, it 
is necessary only to point to the speed with which the 
volume of the human gall bladder may be reduced. 

It has been repeatedly shown by several in- 
vestigators that expulsion of bile from the gall 
bladder can be induced experimentally when all 
forces except the action of the muscle tunic have 
been eliminated. The muscle tunic of the gall 
bladder exhibits all of the common physiological 
characteristics of smooth muscle, including the 
power of spontaneous rhythmic contraction. Ex- 
pulsion of the contents of the gall bladder has been 
noted also in response to drugs having an effect on 
smooth muscle, to adrenalin, and to the ingestion of 
food. Whitaker found that when the wall of the 
gall bladder was damaged by squeezing it with 
clamps, the viscus failed to empty in proportion to 
the amount of the injury. 

Boyden concludes that in the cat, dog, guinea 
pig, and in man, bile is expelled primarily by the con- 
tractile force of the muscle tunic of the gall bladder. 
He states that if this is correct, the immediate 
problem of the future will be to determine the 
mechanism by which the gall-bladder musculature is 
activated and how the flow of bile from the common 
duct is regulated. 

In a supplementary note the author refers to the 
work of Ivy demonstrating that evacuation of the 
gall bladder in the dog may be caused by intravenous 
injections of a highly purified “secretin.” This 
observation seems to prove that after the ingestion 
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of food, contraction of the gall bladder is sustained 
by a humoral mechanism originating in the mucosa 
of the small intestine. 

The article contains several cholecystograms, 
photomicrographs, and graphs, and is supplemented 
by an extensive bibliography. 

J. FRANK Dovucurty, M.D. 


Dick, B. M., and Wallace, V. G. H.: Cholecystog- 
raphy; Toxic Effects of the Dyes. A Clinical and 
Experimental Study. Brit. J. Surg., 1928, xv, 360. 


The object of this communication is to record 
certain toxic effects of sodium tetra-iodophenolph- 
thalein which have not been observed previously, 
and to review experimental investigations of the 
drug. To show the toxic effects, three clinical cases 
are presented. 

The first case was one of acute hemorrhagic pan- 
creatitis which followed immediately after an intra- 
venous injection of the drug. The patient died at 
operation. The dose given in this case, 5.5 gm., was 
in excess of that recommended by Graham. 

In the second case, the administration of the drug 
was followed by jaundice. 

In third case, that of a young jaundiced patient, 
death occurred within thirty hours after the oral 
administration of the sodium salt. 

In the authors’ experimental study, which was 
carried out upon cats and rabbits, the attempt was 
made to reproduce, as far as possible, the conditions 
obtaining in the human subject. Particular atten- 
tion was paid to: (1) the action of the drug on the 
pancreas; (2) the action of the drug upon the liver 
and the kidney in experimental common-duct ob- 
struction; and (3) the mode and rate of excretion of 
the drug in conditions of biliary obstruction. 

In the absence of other contributory factors, 
normal bile containing sodium tetra-iodophenolph- 
thalein introduced experimentally into the pan- 
creatic ducts is sufficient to cause acute pancreatitis. 
It therefore seems justifiable to assume that in cases 
of cholelithiasis with stones in the common bile 
duct, in which conditions are favorable for the re- 
trojection of bile into the pancreas, the danger of 
acute pancreatitis will be much greater if the re- 
gurgitated bile contains the phenolphthalein salt. 

In obstructive jaundice the normal route of elimi- 
nation of the drug is unavailable and small quantities 
are excreted in the pancreatic juice. In animals with 
experimental biliary obstruction, especially rabbits, 
the pancreas showed pathological changes ranging 
from simple vascular congestion to hemorrhagic 
pancreatitis. This observation suggests that there 
is risk of damage to the pancreas in the administra- 
tion of the agent to patients who are jaundiced and 
who have chronic obstructive lesions of the biliary 
passages. 

The toxic action of the drug on the liver is greater 
when biliary obstruction is present. The kidney, 
although it eliminates the drug, is not affected. The 
rate of excretion is rather slow. 

HERMAN H. Huser, M.D. 
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Kirklin, B. R., Caylor, H. D., and Bollman, J. L.: 
The Concentration of Cholecystographic Media 
and Bilirubin by the Gall Bladder. Radiology, 
1927, ix, 463. 

Since the shadow obtained by cholecystography 
is the result of concentration of the opaque medium 
by the gall bladder, a study was undertaken to 
determine whether any relation exists between the 
intensity of the shadow and the concentration of 
bilirubin. 

The material consisted of 113 cases representing 
a wide variety of gall-bladder diseases. In each in- 
stance the patient was examined by cholecystography 
prior to operation, the gall bladder then being 
removed and examined microscopically and the 
bilirubin content determined. 

Contrary to expectations, no constant relation 
seemed to exist between the intensity of the shadow 
of the gall bladder and the concentration of bili- 
rubin. In the group of cases with a bilirubin content 
of 10 mgm. or less for each 100 c. cm. of bile, no 
shadow of the gall bladder was seen in the roent- 
genograms. In the intermediate group, with a 
bilirubin concentration of 11 to 50 mgm., the 
cholecystographic responses varied heterogeneously 
from a dense shadow to none at all. Most surprising 
was the fact that in the group of cases with a pig- 
ment content of more than 50 mgm. the gall bladder 
seldom produced a shadow. 


Wilkie, A. L.: The Bacteriology of Cholecystitis: 
A Clinical and Experimental Study. Brit. J. 
Surg., 1928, Xv, 450. 

In the vast majority of cases of chronic chole- 
cystitis in the human subject the bile is sterile on 
culture. 

In the author’s studies, cultures of the whole 
thickness of the gall-bladder wall most frequently 
showed no growth, while cultures made from the 
submucous and outer coats, the mucosa being left 
intact, gave a growth of streptococci in 42 per cent 
of cases. Bile inhibited the growth of the strep- 
tococcus. 

In cholecystitis, the cystic gland yielded a 
growth of streptococcus in 86 per cent of cases. 
Bacillus coli was recovered from the bile in only 6 
per cent. In the one case in which this organism 
was recovered from the cystic gland, contamination 
by bile could not be excluded. 

The streptococcus of cholecystitis is a short- 
chained type producing smooth, non-hemolytic 
colonies on agar and growing readily on glucose 
broth. Injections of saline suspension of this organ- 
ism into the lumen of the gall bladder of the rabbit 
produced no change. 

Intramural injections of streptococci into the 
gall bladder of the rabbit produced a progressive 
chronic cholecystitis from which the organism was 
readily recoverable. 

When the cystic duct was ligated, intramural in- 
jections produced a chronic empyema with marked 
intramural changes. 
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Small calculi were produced by both types of 
intramural injection. When the cystic duct was 
ligated, the calculi contained calcium and choles- 
terin; when the cystic duct was patent, they con- 
tained cholesterin only. 

Intravenous injections of the streptococci, when 
repeated, produced a progressive chronic chole- 
cystitis with the formation of cholesterin stones. 

Intravenous injection with ligation of the cystic 
duct produced an empyema of the gall bladder 
with marked intramural changes and the formation 
of granule-like calculi containing both calcium and 
cholesterin. 

Separation of the gall bladder from the liver with 
interpolation of the omentum to exclude infection 
by lymph spread from the liver and ligation of the 
cystic duct did not prevent the development of 
cholecystitis when streptococci were injected 
intravenously. 

As the intramural pathological changes produced 
experimentally resemble in every detail the changes 
seen in the human gall bladder in cholecystitis, it 
appears that cholecystitis is a blood-borne strep- 
tococcic intramural infection. 

Howarp A. McKnicut, M.D. 


Wangensteen, O. H.: Cholangeitis Following 
Cholecystenterostomy. Azn. Surg., 1928, 1xxxvil, 
54: 

Since cholecystenterostomy was first practiced 
by Winiwarter in 1880 it has been found to be a use- 
ful method of providing for the escape of bile into 
the intestine in the presence of an irremovable 
obstruction in the terminal end of the common duct. 

Early in the history of the operation there was 
considerable discussion of the danger of ascending 
infection of the bile ducts, but in only a few text- 
books on surgery is any mention made of the danger 
of subsequent cholangeitis. Rowlands and Turner 
stress the possibility of this sequela, and Moynihan 
says, ‘‘To open the small or the large intestine is to 
give opportunity for infection to spread into the 
gall bladder and thence to the liver.”” In Moynihan’s 
experience, it has never been necessary to choose any 
other part than the stomach or duodenum for the 
anastomosis. 

Babcock states that he did not observe a single 
instance of clinical secondary infection of the biliary 
tract in 130 cases in which cholecystenterostomy 
was performed by himself or his associates. Mayo- 
Robson concluded from 64 cases, and Kehr from 60 
cases, that the danger of infection is minimal. 

However, several cases of cholangeitis following 
cholecystenterostomy have been reported. A case 
of Ricard’s was reported by Michaux and a similar 
case reported by Helferich. Kehr has reported a 
case, and Kausch has reported two cases. In both of 
the cases reported by Kausch, entero-anastomoses 
between the units of the jejunal loops were done but 
failed to obviate the occurrence of cholangeitis. 





Therefore, as an added precaution in cases of 
pancreatitis or operable carcinoma of the pancreas 
Kausch advocates a Y-anastomosis with a slight 
modification of Montprofit’s and Cholin’s methods. 

Wangensteen reports a case in which a chole- 
cystduodenostomy was done because of malignancy 
of the head of the pancreas causing obstructive 
jaundice. The patient was greatly benefited by the 
operation, but returned eight months later com- 
plaining of chills and fever and abdominal pain. At 
a second operation, a catheter was inserted and 
anchored in the hepatic duct. The fever then sub- 
sided and the patient experienced considerable 
relief, but after two unsuccessful attempts had been 
made to anastomose the hepatic duct to the duo- 
denum, he died of peritonitis. 

When the gall bladder and the stomach or duo- 
denum are united in the dog, infection of the bile 
passages nearly always takes place. When an 
internal biliary fistula is established by the spon- 
taneous rupture of the diseased gall bladder into 
the intestinal tract, Charcot’s syndrome of chills 
and fever accompanied by jaundice due to ascending 
infection of the extrahepatic bile passages frequently 
follows. Judd and Burden have recently reported 
a series of 153 internal biliary fistule requiring 
operative relief. 

Complete obstruction of the common bile ducts 
by carcinoma at the head of the pancreas usually 
gives rise to an afebrile jaundice. When the ob- 
struction has been incomplete, however, cholan- 
geitis has not infrequently developed. It appears 
that incomplete obstruction is the factor favoring 
infection. GeorcE A. Cottett, M.D. 


Giffin, H. Z.: Splenectomy. Surg., Gynec. & Obst., 
1927, xlv, 577. 

The experience with splenectomy at the Mayo 
Clinic is reviewed up to January 1, 1927. Splenec- 
tomy in the following conditions is discussed in some 
detail: splenic anemia, chronic septic splenomegaly, 
cirrhosis of the liver, syphilitic splenomegaly, hemo- 
lytic jaundice, pernicious anemia, myelogenous 
leukemia, lymphocytic splenomegaly, polycythemia 
vera, hemorrhagic purpura, and acute aplastic 
anemia. 

The best results were obtained in cases of hemor- 
rhagic purpura, hemolytic jaundice, and syphilitic 
splenomegaly. In hemolytic jaundice and hemor- 
rhagic purpura, the indication for splenectomy 
depends almost entirely upon a satisfactory diag- 
nosis. In other conditions the decision must be 
reached by a consideration of the factors and cir- 
cumstances in the particular case. The results in 
cases of splenic anemia were variable and depended 
chiefly on the difficulty of the operation, the patient’s 
condition, and the function of the liver, but were 
such as to justify the operation unless there is a 
history of severe recurrent sepsis or marked impair- 
ment of function of the liver. 
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Mikels, F. M.: Electrodiathermy—Its Use in the 
Treatment of Benign and Malignant Lesions 
of the Uterine Cervix. California & West. Med., 
1928, xxviii, 67. 

As the uterine cervix is the portal for the per- 
petuation and preservation of the species, its treat- 
ment should be based upon the principles of con- 
servatism. In the use of electrodiathermy, this 
premise is recognized. 

The D’Arsonval current, a form of high fre- 
quency, is most satisfactory. By means of it, 
desiccation, coagulation, or carbonization of tissue 
may be obtained, depending upon the extent of the 
lesion. The author reports gratifying results from 
diathermy in the treatment of endocervicitis, 
mucous polyps, and cervical erosions. The method 
may be used also for the eradication of deep and 
persistent gonococcal infection of the glands. In 
cervical malignancy, the Jesions should be thor- 
oughly electrocoagulated and this treatment fol- 
lowed immediately by adequate radium irradiation 
and subsequently by deep X-ray therapy. Focal 
infections of the cervix which may lead to com- 
plications after delivery can be destroyed by dia- 
thermy during pregnancy without interfering in any 
way with the process of gestation. 

ALIcE F. MAxweE Lt, M.D. 


Palmer, A. C.: The Age Incidence of Carcinoma 
Corporis Uteri. Proc. Roy. Soc. Med., Lond., 1928, 
xxi, 367. 

In the study here reported, only primary cancer 
of the body of the uterus was considered. Chorion 
carcinoma and carcinoma which involved the 
cervix also were not included. 

Of all cases of cancer of the uterus admitted to 
the hospital, Palmer finds the corpus to be the site 
of the lesion in 26.65 per cent. 

Of 250 cases of carcinoma of the body of the 
uterus, the condition developed between the ages 
of fifty and sixty years in 52.4 per cent; between 
the ages of sixty and seventy in 22.4 per cent; be- 
tween the ages of forty and fifty in 19.6 per cent; 
between the ages of thirty and forty in 2 per cent; 
and before the age of twenty, in only 0.4 per cent. 
There were no patients between the ages of twenty 
and thirty years. NatTHan N. Croun, M.D. 


Fluhmann, C. F.: Epidermidalization of the Cer- 
vix Uteri and Its Relation to Malignancy. Am. 

J. Obst. & Gynec., 1928, xv, 1. 
The author uses the term “epidermidalization” 
to designate the process by which the normal cylin- 
drical epithelium of the cervix is replaced by 
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stratified squamous epithelium. This alteration 
has been attributed to: (1) an ingrowth of basal 
cells from the adjacent normal squamous epithe- 
lium; (2) the proliferation of basal cell rests be- 
neath the cylindrical epithelium to replace the 
eroded or weakened columnar cells; (3) the meta- 
plasia of infra-epithelial cells; (4) the direct implan- 
tation of squamous epithelium; and (5) undiffer- 
entiated embryonic cells which mature under 
pathological stimulation. 

It occurred in 59 instances of chronic cervicitis 
found in a series of 1,195 specimens of the cervix, 
and in 29 of 100 cervical mucous polypi. It was 
noted also in cervices of the newborn and in 
endometrium. 

At times the process may lead to the formation of 
atypical epithelial growths which may be termed 
“epidermoidalization.” Careful study of serial 
sections and repeated biopsies may be necessary to 
differentiate these findings from early carcinoma. 
In rare instances, malignancy can be excluded, but 
certain features are present which may be con- 
sidered ‘‘ precancerous.” It is not certain that these 
represent transitions from a benign to a malignant 
growth, and there is reason to believe that most of 
them would probably prove harmless. 

ALICE F. MAxwe Lt, M.D. 


Dustin, A. P.: A New Contribution to the Radio- 
biological Study of Epitheliomata of the Uter- 
ine Cervix Subjected to Radium Therapy at a 
Distance (Telecurietherapy); the Curves of 
Pyknoses and of Normal and Atypical Mitoses 
(Nouvelle contribution a |’étude radiobiologique des 
épithéliomas du col utérin soumis 4a la télécurie 
thérapie; les courbes de pycnoses, de mitoses nor- 
males et de mitoses atypiques). Cancer, 1927, iv, 
387. 

Dustin outlines briefly the problems of radio- 
biology, calling attention to the fact that the whole 
question of the effect of irradiation on normal as 
well as tumor tissue is still in a somewhat chaotic 
state. The sensibility of cells in the process of karyo- 
kinesis is well known, but the practical application 
of this knowledge is difficult. With regard to latency, 
cumulation, and radio-immunization, a great deal 
still remains to be learned. 

In co-operation with several surgeons, the author 
studied numerous sections taken from epitheliomata 
of the cervix undergoing irradiation. A series of six 
cases were thus studied. In one case, the changes 
occurring during a recurrence and subsequent irradi- 
ation were also observed. 

The treatment consisted in telecurietherapy (irra- 
diation with radium at a distance). Four grams of 
radium element were placed at a distance of 12 cm. 
from the skin and filtered through 1 mm. of platinum, 
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5 mm. of aluminum, and 4% cm. of wood. From six 
to ten exposures were given daily for from nine to 
fifteen days. At each exposure, 25 mc., and on each 
day of the treatment, from 150 to 250 mc., were used. 

A biopsy specimen was taken at the beginning of 
the treatment and at frequent intervals during the 
irradiation, so that in each case from six to eleven 
specimens were examined. The tissue removed was 
fixed at once in a chromic acid fixative and stained 
with Heidenhain’s hematoxylin and Masson’s tri- 
chrome. Determinations were then made of the 
number of mitoses per fixed field, the number of 
pyknotic nuclei, the variations in the amount of 
connective tissue, and the type of cellular infiltra- 
tion. The article contains numerous graphic charts 
and photomicrographs showing the various phases 
of the reaction. Dustin has summed up his observa- 
tions as follows: 

In the main, the tumors reacted similarly to irra- 
diation, but numerous variations were noted, some of 
the neoplasms requiring a much greater dose than 
others to reach the same stage. The reaction showed 
three phases. In the first phase there was at first a 
more or less rapid diminution in the number of nor- 
mal mitoses with an increase in the number of pyk- 
notic nuclei. In three cases, the drop occurred on 
the fifth or sixth day, after a dosage of from 575 to 
1,500 mc.; in one case, within twenty-four hours, 
after a dosage of 250 mc.; in another case, within 
forty-eight hours, after a dosage of 525 mc.; and 
in another case, after three days, following a dosage 
of 750 mc. 

In the second phase there was a more or less rapid 
and sustained rise in the number of atypical mitoses. 
This rise was variable, beginning at any time be- 
tween the second and fifth days of treatment and 
reaching its maximum after from two to eight days. 

In the third phase, the stage of histolysis, normal 
mitoses were nearly or entirely absent and there was 
a rapid decline of the atypical mitoses. In one case, 
these findings were noted on the second day, but in 
the others were not apparent until the eleventh day. 
During this stage many cellular monstrosities ap- 
peared. 

In the case in which a second irradiation was 
necessitated by recurrence, histological examination 
before the second irradiation revealed that although 
deep in the section the tissue showed the effects of 
irradiation, the cells on the surface were quite un- 
differentiated and undergoing rapid mitosis. Mitoses 
were five times as abundant, and atypical mitoses 
were ten times as abundant as before any treatment. 
During the second exposure to radium the tumor 
reacted as it did at the time of the first exposure 
though not so markedly. Although the atypical 
mitoses were reduced in number, there were several 
recrudescences during the treatment. 

Dustin reviews briefly the work of Lacasagne and 
Monod, Schwartz, Alberti and Politzer, Clunet, and 
Dominici, and decides that the essential demonstra- 
tions of their investigations were the sensitiveness of 
mitotic cells to irradiation and the appearance of 








degenerative atypical mitosis. He believes that his 
are the first tissue studies made during telecuriether- 
apy. He discusses the efficacy of this method of 
treatment and describes an accurate method of meas- 
uring the results. 

The disappearance of normal mitosis and the pyk- 
notic degeneration of nuclei in the process of division 
appear to be constant within certain limits, regard- 
less of the amount of irradiation. The duration of 
the changes and the rapidity of return to the previ- 
ous condition depend upon the nature of the tumor 
and the intensity of the treatment. The appearance 
of degenerative atypical mitoses cannot be prevented 
even by large doses and continued treatment. It 
seems to be due to intoxication of the cells in the 
process of division. 

The chromatin affected by irradiation is unable to 
give rise to normal mitoses, but this effect is not 
maintained. After a while the cells re-acquire a 
normal or even more than normal power of division 
unless they are killed by the treatment or have been so 
long incapacitated that the normal defensive powers 
of the body are able to destroy them. In judging 
the proliferative activity of a neoplasm during irra- 
diation it is necessary to take into account not only 
the normal but also the atypical mitoses. The 
atypical mitoses are already degenerative and are 
not an index of the karyokinetic rhythm of the 
tumor. 

The study of the case of recurrence showed that 
insufficient irradiation is dangerous as it is followed 
by an intense karyokinetic reaction on the part of 
the tumor cells. It demonstrated also that a recur- 
rence reacts to treatment by radium irradiation in 
the same way as the original tumor. 

Micnaet L. Mason, M.D. 


Polak, J. O.: The Present Status of the Therapy of 
Cancer of the Uterus. Am. J. Obst. & Gynec., 
1928, xv, 26. 

In cancer of the cervix, surgical extirpation is 
indicated only when the growth is wholly within 
the confines of the cervix and the cervix is freely 
movable. All borderline and advanced cases fall 
within the range of radium. Radium destroys the 
cancer cell as completely as any surgical procedure. 
Nothing spreads cancer so quickly as manipulation, 
especially such as occurs when an incomplete extir- 
pation is done through malignant structures. _ 

In cancer of the body of the uterus, pre-operative 
radiation followed by total hysterectomy with 
postoperative radiation is the accepted procedure. 
Polak favors pre-operative radiation from four to 
six weeks prior to the operation. 

Diagnostic curettage is dangerous because of the 
opening of the lymphatics. It should therefore be 
preceded by a hypodermic injection of pituitary 
extract to contract the uterus and the contraction 
should be maintained by the use of additional 
pituitrin. Radium should then be introduced 
immediately into the body of the uterus to seal the 
lymphatics. NATHAN N. Croan, M.D. 
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Petit, R.: Vaginal Hysterectomy; Technique and 
Indications; 123 Consecutive Cases without 
Complications (L’hystérectomie vaginale; tech- 
nique et indications; 123 cas consécutifs sans acci- 
dents). Bull. et mém. Soc. d. chirurgiens de Par., 
1927, xix, 516, 537. 


Vaginal hysterectomy has of late years been sup- 
planted by abdominal hysterectomy, but when it is 
performed by a standard technique it is an excellent 
procedure and possesses certain advantages over the 
abdominal operation 

In the author’s technique for vaginal hysterectomy, 
the vagina is disinfected by douches of % per cent 
tochlorine or 1:1,000 oxycyanide of mercury for 
several days before the operation and a purgative is 
given three days before the operation. 

On the operating table the patient is placed in the 
lithotomy position, the field painted with iodine, the 
cervix pulled down, and the cervical canal sterilized 
with the thermocautery. 

A curved incision passing through the mucosa is 
then made on the posterior and anterior walls of the 
cervix. The two incisions come together at the sides 
of the cervix and are prolonged upward into the for- 
nices. The scissors are then introduced into the 
posterior incision close to the uterus and the tissues 
pushed back until the plane of cleavage between the 
peritoneum and uterus is found. The space of Dou- 
glas is opened with the scissors or the finger, a long 
retractor is placed in the cul-de-sac, and a gauze 
pack is inserted so as to hold the viscera back. In a 
similar manner, the uterus is separated anteriorly 
and a retractor is introduced to hold the bladder 
forward. 

The cervix is then pulled laterally and the tissues 
in the base of the broad ligament are dissected with a 
compress-covered finger. The uterine artery, which 
is thereby exposed, is ligated. After a similar pro- 
cedure on the right side, the uterus is brought down 
into the field. 

If the uterus is small, the fundus may be brought 
out through the vagina anteriorly, but if the uterus is 
large, it is carefully divided along the median line, 
the edges of the incision being progressively grasped 
with forceps and gentle traction being maintained 
until the organ is delivered. If a large fibroid is en- 
countered it is removed. 

The adnexa on the most accessible side are then 
drawn downward and a ligature is carried around 
the ovarian ligament by means of a ligature-carrying 
forceps introduced through the broad ligament be- 
low the tube. The round ligament is ligated and cut. 
The broad ligament is then separated with the gauze- 
covered finger from above downward, ligatures being 
applied wherever necessary. 

After both sides have been thus treated, the uterus 
and tubes are free. If there are adhesions which in- 
terfere with the removal of the tubes, they are ligated 
and removed later. After a careful examination of 
the area for bleeding, the gauze holding back the 
intestines is withdrawn and the field is washed with 
ether or warm horse serum. 
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The peritoneum is then brought into the field of 
operation by gentlé traction on the ligatures in the 
broad ligament which were left long. The anterior 
and posterior sheets of the peritoneum are closed, 
the ligatures being kept extraperitoneal. The round 
ligaments and the broad ligaments are then sutured 
in the median line, a good floor being thereby formed 
to guard against secondary prolapse. Closure should 
not be done if a pus tube is found. In the presence of 
a pyosalpinx, closure is contra-indicated and the 
cul-de-sac should be drained. 

When the peritoneum is closed, gauze packs soaked 
in horse serum are placed at the base of each broad 
ligament, posteriorly against the rectum, and ante- 
riorly against the bladder. Between these four packs 
a drain is placed. A retention catheter is introduced 
into the bladder and dressings are applied. 

The packs are removed after from forty-eight to 
seventy-two hours. The drain is expelled spontane- 
ously. After the fourth day the catheter is removed 
and two daily injections of normal salt solution are 
given into the vagina. The patient is out of bed on 
the seventh day. The treatment is completed by 
several injections of a 1:1,000 silver nitrate solution. 
If exuberant granulations are present, they are 
touched up with lunar caustic. 

The author does not claim that the operation de- 
scribed is entirely original. He states that he made 
use of many other techniques, adding here and there 
an original modification. He stresses particularly 
the extraperitoneal placing of the sutures in the 
broad ligament. 

The advantages of the technique described are 
that hemostasis is perfect; necrosis is practically 
done away with; there are no clamps; no forceps are 
left projecting from the vagina; the intestines, ure- 
ters, and omentum are always isolated and out of 
the way; the peritoneum is closed and the ligatures 
in the broad ligament lie below it; adhesions do not 
occur; the postoperative course is smooth and pain- 
less; the exposure is excellent; the ovaries may be 
preserved; adhesions may be dealt with; shock is 
minimal; there is no external scar and no danger of 
eventration; and the operation is shorter than the 
abdominal hysterectomy. 

In the 123 cases in which this operation was per- 
formed there were no postoperative deaths. Most of 
the patients were up on the seventh day. One patient 
developed a bilateral phlebitis, but was out of bed at 
the end of a month. Except for cases of malignancy, 
a cure was obtained in every instance. There were 
seventy-five cases of fibroma, seventeen of fibroma 
with non-suppurative disease of the adnexa, eleven 
of fibroma with suppurative disease of the adnexa, 
four of prolapse, eight of carcinoma of the cervix, and 
eight of carcinoma of the fundus. 

The author regards vaginal hysterectomy as the 
operation of choice for old women, women whose 
resistance is low, those exhausted by hemorrhage, 
and those with disease of the adnexa. It is of value 
also for the removal of fibromata which are situated 
at the base of the uterus and are not too large, and 
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for the treatment of total prolapse after the meno- 
pause. 

It is contra-indicated in the presence of fibroids 
which are too large to be brought down without mor- 
cellation and in the presence of multiple abdominal 
adhesions, especially between the adnexa and the 
appendix. Myomectomy is done better through the 
abdominal route. 

Of the sixteen women with malignant neoplasms 
who were operated upon by Petit, all survived the 
operation without shock. One was operated upon 
quite recently and one died of an intercurrent condi- 
tion. Of the remaining fourteen, six died from seven- 
teen to thirty months after the operation from re- 
currence or metastases. In the eight cases of carci- 
noma of the body of the uterus there were two 
deaths, and in the eight cases of carcinoma of the 
cervix there were four deaths. 

Micuaet L. Mason, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Rubin, I. C.: Observations on the Intramural and 
Isthmic Portion of the Fallopian Tubes with 
Special Reference to So-Called ‘‘Isthmospasm”’ 
Based on Clinical X-Ray Lipiodol Study and 
Uterotubal Insufflation in Fifty Cases of Tubal 
Occlusion. Surg., Gynec. & Obst., 1928, xlvi, 87. 

It has been assumed that the narrowest portion of 
the oviduct may be occluded readily by inflamma- 
tion and intra-uterine tumors or temporarily obliter- 
ated by uterotubal spasm. Roentgenograms made 
of injected extirpated specimens of uterus and tubes 
have led some investigators to conclude that the in- 
tramural portions were tortuous, angular, and con- 
voluted in the majority of cases during life, and that 
these findings had a direct bearing upon sterility. 
The author maintains that the pictures of the intra- 
mural portion of the fallopian tubes obtained in the 
living are entirely different from those found after 
death. As pointed out by Dickinson, the tortuosity 
in the injected specimen may be due to artificial 
conditions such as pressure upon the specimen exerted 
during the injection. 

Believing that a truer picture of the intramural 
portion of the tubes would be presented by injecting 
the uterus clinically, Rubin selected fifty cases of 
sterility in which the tubes had been previously 
demonstrated by repeated test with peruterine in- 
sufflation to be totally occluded or markedly stenosed 
and studied them roentgenologically after the in- 
jection of lipiodol. It was found that the tube 
emerged from the uterine cavity in a straight course 
in almost every case in which the tube shadow ap- 
peared on the film. An L-shaped course was ob- 
served only once. The findings are reported in detail. 

Rubin describes the fallopian tubes as being di- 
vided roentgenologically and functionally into a nar- 
row proximal uterine portion and a wider distal 
abdominal portion. Peristaltic contractions appear 
to be more powerful at the isthmic portion. In a 
study of the tubes made by Rubin and Bendick, the 
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isthmus was demonstrated in every instance in which 
the tube had not been previously removed by oper- 
ation or was not obliterated by disease. Non-visu- 
alization may be due merely to a temporary state of 
contraction with expulsion of the tubal contents; it 
does not indicate isthmospasm. The necessity for an 
initial high pressure in certain cases of peruterine 
insufflation may be explained by augmented tonicity 
of the isthmus tube as well as of the whole tube. 

The author’s experiments with gas insufflation in 
the living animal and upon surviving extirpated 
specimens of intact uterus and tubes point to a 
definite very small zone corresponding to the intra- 
mural portion of the tubes which is capable of con- 
tracting and dilating like a true sphincter. 

The author concludes his article as follows: 

“The intramural portion of the fallopian tube in 
the living pursues a straight course contrary to what 
is found in the anatomical specimens. It is capable, 
like the rest of the tube, of contracting and dilating. 
Total obliteration of its lumen is very infrequent, 
and when present is part of more extensive tubal 
disease. ‘Isthmospasm’ as an entity has not been 
definitely demonstrated, but tubal contractions can 
be seen with the aid of intra-uterine Jipiodol injection 
and the fluoroscope. The uterotubal junction (intra- 
mural portion) appears to be the site of predilection 
of spasm or hypertonicity in a relatively small pro- 
portion of the cases examined. It was demonstrated 
by uterotubal insufflation with the aid of the kymo- 
graph in 2 per cent of 450 cases of sterility. It can 
be demonstrated also by fluoroscope and roentgen-ray 
film aided by lipiodol and manometric control. A 
sphincteric action at the tubo-uterine junction has 
been evidenced in clinical and experimental observa- 
tions.” ApotpH Hartunc, M.D. 


Dixon, W. E., and Others: Discussion on the Action 
and Uses of Ovarian Extracts. Brit. M. J., 1927, 
ii, 1070. 

The action of ovarian extracts depends upon: 
(1) the stage of the ovarian cycle during which they 
were obtained, (2) the method by which the extract 
was prepared, and (3) the method by which the 
extract was administered. 

The three substances obtained from the ovary 
are cestrin, corpus luteum, and the interstitial 
hormone. 

Oestrin is the hormone most readily prepared. 
It is probably produced by the graafian follicles 
and its formation is influenced by the anterior lobe 
of the pituitary gland. Its concentration in the 
ovary is greatest just before the occurrence of 
menstruation. During pregnancy, it is present in 
the placenta and the blood. When injected into 
spayed animals, it produces the characteristics of 
the heat period. It promotes the growth of the 
uterus and the formation of endometrium. Men- 
struation is due to the cessation of the influence o/ 
this hormone. 

The corpus luteum exerts a controlling action on 
ovarian function. It is functional at only one 

















period in its cycle; the degenerated corpus luteum 
is inactive. Cases of habitual abortion have been 
very successfully treated with corpus luteum 
extracts. 

The interstitial hormone causes a secretion of the 
posterior lobe of the pituitary gland which renders 
the uterus supersensitive and highly responsive to 
other forms of stimulation. That the pituitary 
gland has a relation to pregnancy is shown by its 
greater weight in women who have borne children 
as compared with nullipare. The interstitial hor- 
mone is liberated during only one stage of the 
ovarian cycle, that of degeneration of the corpora 
lutea. Therefore, it is present in the ovary just 
previous to parturition and just before the heat 
periods. Mayer states that during labor the cere- 
brospinal fluid contains the active principle of the 
pituitary responsible for the production of uterine 
contractions. 

During the periods of heat and during pregnancy 
the corpus luteum so dominates ovarian metabolism 
that the ovarian secretion which at other times 
activates the pituitary is inhibited or neutralized by 
the secretion coming from the corpus luteum. At 
the termination of pregnancy, the normal secretory 
activity is again produced and the pituitary gland 
is stimulated to secrete in greater quantity, this 
explaining the increased irritability of the uterus 
and the occurrence of labor. 

Macunus P. Urnes, M.D. 


Hunt, V. C., and Simon, H. E.: Carcinoma of the 
Ovary in Infancy. Ann. Surg., 1928, Ixxxvii, 84. 


The case of a girl, seventeen months of age, is re- 
ported. One month previous to the patient’s ad- 
mission to the hospital a blood-tinged vaginal dis- 
charge was noted. This lasted only a few days. Two 
weeks later a mass was found in the lower part of the 
abdomen. 

Except in size, the child’s development corre- 
sponded to that of puberty. The breasts and external 
genitalia were well developed and there was a firm 
growth of hair in the axillze and on the labia. A 
slight blood-tinged vaginal discharge was present. 
A large, smooth, freely movable mass occupied the 
lower part of the abdomen. At operation, the tumor 
was found to have its origin in the right ovary. There 
was no evidence of metastasis, and the uterus and 
opposite ovary appeared normal. Following its re- 
moval, the tumor was found to weigh 1,000 gm. and 
to measure 11 by 15 cm. It was diagnosed as a car- 
cinoma of the ovary. 

The special symptoms associated with ovarian 
carcinoma and with other types of ovarian tumor in 
children are those of pubertas precox. This is true 
homosexual precocity; the breasts and external geni- 
talia develop, and changes in fat distribution occur 
over the body in a manner similar to that which is 
normal at puberty. Simple cyst, dermoid cyst, tera- 
toma, sarcoma, and carcinoma of the ovary have 
been observed in association with pubertas precox, 
and there are no characteristic clinical data upon 


GYNECOLOGY 








397 


which a differential diagnosis can be based. The 
evidence at present is not sufficient to justify the 
removal of an apparently normal ovary from a child 
if the other ovary contains a malignant tumor. 
Neither is it sufficient to warrant an opinion as to 
the ultimate prognosis. 


MISCELLANEOUS 


Meaker, S. R.: A Working Classification of the 
Causes of Sterility. J. Am. M. Ass., 1928, xc, 111. 


Since there are six major requisites of fertility, 
the causes of sterility fall naturally into six main 
groups. The latter are shown by the author in a 
chart. 

Many uterine abnormalities not in themselves 
causes of sterility are associated with conditions in 
other parts of the genital tract which render con- 
ception impossible. For example, pregnancy fails 
to occur in the infantile uterus, not because it is an 
infantile uterus, but because the infantile ovaries 
do not ovulate. 

Failure of the semen to be delivered directly into 
the cervical canal usually results in failure of 
pregnancy. 

All grades and degrees of fertility are known. 
Chief among the conditions leading to the forma- 
tion of relatively infertile ova or spermatozoa are 
gonad underdevelopment, depressed constitutional 
states, and endocrine failure. 

Gross underdevelopment is common in the gen- 
erative organs of the female but not in those of the 
male. Many women show juvenilism. 

Most frequent among the depressed constitu- 
tional states are the defects of metabolism due to 
extrinsic causes such as faulty diet and lack of 
exercise. 

In sterile women the primary focus of endocrine 
failure is located more often in the pituitary and 
thyroid glands than in the ovary. 

Successful treatment of sterility must be pre- 
ceded by a thorough and systematic investigation 
in which every possibility is taken into considera- 
tion. The acceptance of the first discovered abnor- 
mality as the cause of the condition has led to many 
therapeutic blunders. T. Froyp Bett, M.D. 


Robins, S. A.: Cystography as an Aid to the 
Diagnosis of Pelvic Lesions in the Female. 
Am. J. Roentgenol., 1927, xviii, 546. 


Various abnormal densities in the soft tissues of the 
pelvis frequently noted in roentgenograms prompted 
the author to make a study of the female pelvis, 
utilizing the cystographic method as a diagnostic 
aid. Over 300 cystograms of patients with various 
pelvic disorders were made. The following condi- 
tions produced characteristic changes in the bladder 
outline: (1) uterine fibroids, (2) displacement of a 
large and atonic uterus, (3) cysts, (4) tumors of the 
broad ligaments, (5) adhesions, (6) malignancy of 
the uterus, tubes, or ovaries, (7) hydrosalpinx, 
(8) pelvic abscess, (9) pregnancy, and (10) ascites. 
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Definite information was obtained also with regard 
to the size, shape, and tonicity of the bladder. 

The cardinal signs of pelvic tumors are pressure 
defects, irregularity of contour, and filling defects 
of the bladder. Uterine tumors and pregnancy 
produce typical crescentic pressure on the dome of 
the bladder. Pressure defects caused by ovarian 
cysts, tumors, or lesions in the fallopian tubes and 
broad ligaments are usually seen on its lateral wall. 
A straight pressure defect is suggestive of inflamma- 
tory changes. In ascites, the shape of the bladder is 
quadrilateral. Wavy pressure defects on the upper 
border of the bladder are caused by multiple fi- 
broids. Irregularity in the contour of the bladder 
is usually due to adhesions. The shape of the 
bladder varies considerably. The normal bladder 
appears as a pyramidal or rounded, smoothly out- 
lined organ in the center of the lower pelvis. The 
hypertonic type of bladder is rounded and small, 
although sometimes its capacity may reach 400 
c.cm. The atonic bladder is broad; its base is 
widened, and it has the appearance of an inverted 
mushroom. The tubular bladder is usually of large 
capacity. 

The technique of examination used by the author 
is described in detail. A film is made when the 
bladder is empty, another after it has been dis- 
tended with a 3.5 per cent solution of sodium iodide, 
and a third after part of this solution has been 
withdrawn. Numerous roentgenograms illustrating 
the different conditions found are included in the 
article. ApotpH HartunG, M.D. 


Schlink, H. H.: Pelvic Lymphangitis, or the Réle 
of the Lymphatics in Pelvic Inflammation. 
Med. J. Australia, 1927, Supp. 14, 438. 


The author first reviews the distribution of the 
lymphatics in the female pelvis, with special con- 
sideration of the minute anatomy of the lymphatics 
of the uterus. He states that the general principles 
underlying bacterial invasion of the female pelvic 
organs are similar in puerperal and non-puerperal 
infections except that in the former the veins are 
affected whereas in the latter it is the cervix which 
is involved. 

As the gonococcus is the organism most com- 
monly causing pelvic infection and its mode of 
invasion is typical of that of all other invading 
organisms, the development of gonorrhoea is dis- 
cussed in detail, especially the invasion of the race- 
mose glands of the cervix. The causes enumerated 
for the spread of the infection into the uterine 
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cavity are menstruation, physical overactivity, 
excessive coitus, curettage, conditions producing 
pelvic hyperemia, and the puerperium. The par- 
ticular site attacked depends upon three factors: 
(1) the resistance of the antitoxic mechanism of the 
host, (2) the number and virulence of the invading 
organisms, and (3) the direction in which and the 
rapidity with which the organisms are carried along 
the lymph channels. 

The author is of the opinion that the invasion 
occurs by way of the uterine cavity in acute ful- 
minating infections which result in general peri- 
tonitis or pyosalpingitis, and by way of the lym- 
phatic circulation especially in chronic and sub- 
acute infections. 

With regard to the treatment of pelvic infections, 
Schlink advises: (1) the abandonment of antiseptic 
drug painting and curettage, (2) improvement of 
the general health and avoidance of conditions 
prone to increase flooding of the pelvic organs, (3) 
frequent hot douches and sitz-baths, (4) the use of 
vaginal tampons of glycerine and iodine, (5) general 
treatment with vaccines, and (6) enucleation of the 
cervix when other treatments fail. 

Macnus P. Urnes, M.D. 


Barthélemy: Fibrous Pelvic Peritonitis (Les péri- 
tonites fibreuses pelviennes). Bull. Soc. d’obst. et 
de gynéc. de Par., 1927, Xvi, 531. 


The author calls attention to a fibrous pelvic 
peritonitis localized in the adnexa, not involving 
the intestine (except the appendix in one case) nor 
the mesentery, and appearing in young nulliparous 
women without a suggestive history. In all of the 
cases reviewed it was the retrodeviation which 
attracted the attention of the examiner, the ad- 
nexal regions being practically negative to pal- 
pation. Manual replacement was possible, but as 
it was painful and not permanent, operation was 
performed. 

It was apparent that the retrodeviation was 
secondary to an agglutinative process which had 
caused a posterior fixation of various parts of the 
adnexa. The tubes were uniformly involved at the 
ampullar end by a process of chronic inflammation 
with sclerosis and obliteration of the tubal lumina. 
In every case an attempt was made at operation to 
re-establish the patency of the tubes. 

The striking features of the condition are the 
definitely localized areas of peritonitis with appar- 
ently secondary retrodeviation. 

GoopricH C. SCHAUFFLER, M.D. 




















PREGNANCY AND ITS COMPLICATIONS 


Kadjar, M. K.: The Study of the Placental Circu- 
lation in Multiple Pregnancies by the Stereo- 
roentgenographic Method (Contribution 4 l’étude 
de la circulation placentaire dans la grossesse mul- 
tiple par la méthode stéréoradiographique). Gynéc- 
ologie, 1927, XXvi, 449. 

The author states that the radiostereoscopic 
method is indispensable in the study of the placental 
circulation as it permits the certain recognition of 
the deep anastomoses. By the use of this method, 
anastomoses may perhaps be found quite often in 
bivitellin pregnancies. ALBert F. DeGroat, M.D. 


Walker, A.: A Case of Rupture of the Uterus After 
a Previous Cesarean Section. Proc. Roy. Soc. 
Med., Lond., 1928, xxi, 365. 

The author reports a case of uterine rupture in ap- 
proximately the thirty-ninth week of pregnancy, 
eighteen months after a cesarean section. The se- 
quence of events which led up to the rupture were 
apparently as follows: 

1. A portion of the scar of the original cesarean 
section healed with intervention of fibrous tissue. 

2. When the uterus hypertrophied during the 
second pregnancy, the scar tissue was stretched until 
it became thin. 

3. When labor began, this thin area was pulled 
upon by the contracting uterine muscle in all di- 
rections until it gave way slowly at the center. 

ALBERT W. Homan, M.D. 


Dougal, D.: The Clinical Features of Ectopic 
Pregnancy. Brit. M.J., 1927, ii, 1074. 


Dougal reviews the clinical features of ectopic 
pregnancy in the 1oo cases. The chief predisposing 
cause of the condition is a pelvic infection which 
obstructs or delays the passage of the fertilized 
ovum to the uterine cavity. Other factors of im- 
portance are developmental abnormalities. One- 
third of the patients whose cases are reviewed had 
not had a previous uterine pregnancy. 

The combination of the cardinal symptoms of 
amenorrhoea, irregular uterine hemorrhage, and 
abdominal pain was found in 6 of 10 cases. In the 
acute cases a rather constant symptom is shoulder 
pain due to hemorrhage into the peritoneal cavity. 
The abdominal pain varies from a colicky pain 
associated with the unruptured tube to an acute 
lancinating pain occurring at the time of tubal 
rupture. 

_If the physical signs are not conclusive, examina- 
tion under nitrous oxide anesthesia should be con- 
sidered. The condition must be differentiated from 
appendicitis, threatened uterine abortion, inflam- 
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matory tubal swellings, and small ovarian and broad 
ligament cysts. 

Immediate laparotomy is advocated except in 
cases of profound shock. The gravid tube should 
be removed, but not the other tube. 

Because of early diagnosis and operative inter- 
vention, there were no deaths in the 100 cases 
reviewed. Macnus P. Urnes, M.D. 


Lacouture, J., and Massé, L.: A Child Two and a 
Half Years Old Born of an Ectopic Pregnancy 
(Présentation d’un ectopin agé de 2 ans 1/2). Bull. 
Soc. d’obst. et de gynéc. de Par., 1927, xvi, 666. 


Not many children born of ectopic pregnancies 
survive. Of 303 such children whose cases were 
reviewed by Baronnet, 58 per cent died within the 
first twenty-four hours after birth, only 13 per cent 
lived to be more than five years of age, and one- 
third were malformed. 

The child discussed by the authors, a girl, weighed 
2,450 gm. at birth. Her only malformation is a 
considerable asymmetry of the face. She is at pres- 
ent normal in height, weight, and mentality, and 
there has been no retardation of dentition or walking. 

Harris is quoted as stating that if a child born of 
an ectopic pregnancy lives as long as a month, it 
will probably continue to survive. 

AupreEY G. Morcan, M.D. 


Walker, A.: Diabetes Mellitus and Pregnancy. 
Proc. Roy. Soc. Med., Lond., 1928, xxi, 377. 


Walker states that while diabetes must be re- 
garded as a serious complication of pregnancy, 
there seems to be no reason for terminating the 
pregnancy or for the belief that the child will not 
be born alive if the patient is treated with insulin 
and properly dieted. Puerperal complications 
occur no more frequently, and the pregnancy does 
not appear to have any ill effects upon the dia- 
betes. In one of the author’s cases, insulin treat- 
ment was apparently the means of curing sterility. 

ALBERT W. Homan, M.D. 


LABOR AND ITS COMPLICATIONS 


Bailey, H., and Williamson, H. C.: Trial Labor as 
a Procedure in the Treatment of Patients with 
Contracted Pelves. J. Am. M. Ass., 1927, 1xxxix, 


2085. 
Maxwell, A. F.: A Study of Labor in Contracted 
Pelves. J. Am. M. Ass., 1927, Ixxxix, 2088. 


BAILEY and WILLIAMSON report that in 11,491 
deliveries in the Cornell teaching service at Bellevue 
Hospital and the Berwind Clinic during the last 
five years, pelvic contraction was found in 676 cases 
(5.8 per cent). With the exception of 5 cases of 
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TABLE I.—TYPES OF PELVIC CONTRACTION 


BELLEVUE HosprtraAL 














Generally contracted _ Flat Funnel Irregular 
Method of delivery Major Minor Major Minor Major Minor 
Spontaneous...... 22 93 9 125 ° 19 ° 
Cesarean section. 17 14 3 17 I 3 2 
High forceps. sia doc otis Gian dd deh ace ei DAG Eained > aleg age eet 3 4 ° 10 ° I ° 
Midforceps and low forceps. 000000020000. IINIIIINIEE 3 12 I 28 2 6 I 
Versions. ....... : ° 3 ° 6 ° I ° 
Craniotomy.. Pie ARRAS KNEES ESCO AEE Re Med A eaeR DE He ° 2 I ° ° ° ° 
eR EIR II I pale Git Aelia 45 128 24 186 3 30 3 
BeRWIND CLINIC 

eens. eta kei hace asst ata lash Rae eh Sd bea We aaIO Rabe ie ROM ONTa es eh RRR Ree 41 81 7 57 2 50 ° 
igh forceps... . ERED RE PO Ae PE eevee ee ree ne eee ° ° 2 ° I ° 

Nt UNDER I TIO 5.5.0.3 655)..0,6.0-0.casesruip ug sieke cu stcswen owiecaeas asa I 2 ° 4 ° 4 ° 
Versions. . scinttinsiwe ania aaty bee Suet eee ae ners 2 ° I 2 ° ° ° 
* irnaaane Ratna ar eran 44 83 8 65 2 55 ° 

RIE RR Re OEE Re Ro EN SOE IOP RICE ON eee R RATER 89 211 32 251 5 85 3 

TABLE II.—TYPES OF DELIVERY 
Mid- 
Spon- Total and ' 
7 taneous operative Cesarean High low _ Craniot- 

Pelvis Cases deliveries deliveries section forceps forceps Version omy 

I 300 237 63 31 7 18 5 2 
i atinwe wile otis Wneha thi he od Ae Rad be cada ewe Cena awe he nee 283 198 85 30 12 33 9 I 
la aa ae ek Sl Eat oe ee Sa ek el ee eal 9° 71 19 4 2 12 I ° 
RN isc iar anata cratnrarnte brew ieele wees te ue uee ae maaine carta 3 ° 3 2 ° I ° ° 
RE reenter eae ye ee ee ene eee ae ee 676 506 170 67 21 64 15 3 

TABLE III.—STILLBIRTHS AND NEONATAL DEATHS 
Generally 
contracted Flat pa sg ——— 
pelvis pelvis pe 


Method of delivery 


Still- Neonatal Still- Neonatal Still- a Still- "Toone! 
births deaths births deaths births deaths births deaths 





ER EEEEE ESR er NSuhen eunret kent shenaieseiieiesineihinn ae cerarstee 4 4 5 2 3 4 ° I 
Cesarean section. ° I I I ° ° ° I 
High forceps. .. SEE EERE Re Pe ys TART POET ER eT 2 ° 8 ° ° ° ° ° 
Mid-forceps and low forceps. iss eetavnialaie eh hatha Soule bits Ok Wain gata ob pals waa 2 I I ° I ° ° ° 
Version. . his ni a I ° I ° ° I ° ° 
Craniotomy.. Ad ate aitiasn ab aso Maree a Ale haan wee aa wl a DOO oe 2 ° I ° ° ° ° ° 
Re Ra RES ORRIN FERRERO ETN II 6 12 3 4 5 ° I 
TABLE IV.—METHOD OF DELIVERY IN 241 CASES OF CONTRACTED PELVIS 
Generally con- ; Asymmetri- 
: tracted pelvis Flat pelvis Funnel pelvis Rachitic pelvis cal pelvis 
Delivery % % % % % 
SORERNOOUS 6.5.0.6. 6i6 50 0.0.0 siseisinins ve eeies ease sinsesaceecitiecserssvedawses 55 38.5 38.0 41.0 15.5 
aa) cher iis id diera aah AGRE aioli Stars ak hh OKA S Ss GO LAOe Ae Ra 20 20.0 17.5 22.5 5.5 
NS nese oh ie bea AEEM Ee SESS Reed On eee Ke as Renewens 10 24.5 3.5 9.0 pee 
Cesarean section. 15 12.5 41.5 18.5 69.0 
Version. alee 3.0 aes 4-5 wake 
Pubiotomy. . 1.5 4.5 


absolute contraction and 24 in which an elective 
cesarean section was done, the women were given a 
trial labor. In 66 per cent, delivery was spontaneous. 
Nine and nine-tenths per cent of the operative de- 
liveries required cesarean section. In the entire 
series there were only 3 deaths. Two of the deaths 
occurred in the operative group 

The authors conclude that it is advisable to give 
all patients with a relatively contracted pelvis a trial 
labor under the conditions they outline. If no en- 
gagement of the head occurs after twelve hours of 
hard contractions, the patient should be transferred 
to a hospital and a low cervical cesarean section 
performed. In cases of relatively contracted pelvis 
spontaneous delivery can be accomplished in a 
labor that is no longer than normal. 

In the 676 cases reviewed, trial labor reduced the 
incidence of cesarean section to 14 per cent. There 





Spontaneous, 45%; operative 55% 


were no deaths from this procedure. The maternal 
mortality in the entire series of cases was 0.44 per 
cent, the gross fetal mortality, 6.2 per cent, and the 
net fetal mortality 4.4 per cent. 

The types of pelvic contraction and delivery, and 
the stillbirths and neonatal deaths are shown in 
Tables I, II, and III. 

MaxwWELL has made an analysis of the effect of 
pelvic contractions on the outcome of labor in 6,500 
cases of delivery in the Obstetrical Department of 
the University of California Hospital. 

Contracted pelvis is infrequent in this clinic, oc- 
curring in only 3.9 per cent of cases, but when 
present seriously increases the hazards of parturition. 
The large size of the babies at term (average, 3,478 
gm.) increases the cephalopelvic disproportion. The 
author’s survey shows that one of every two women 
with a small pelvis is a potential candidate for 
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TABLE V.—RELATION BETWEEN THE TYPE OF 
DELIVERY AND THE MORTALITY 
Maternal Fetal 


Delivery Cases mortality mortality 

Go oO 

Zo To 
SpOMtRMOONS. «o's cccccccocescveccsces 109 0.9 3.7 
Ds 6 6640 s04000 nee wereeees 47 0.0 8.5 
ae 30 3-3 46.6 
CE MINN son nientreeennss se 50 4.0 0.0 
DE on vaNa aden direnkenbinwnenkon 3 663% 100.0 
Pubiotomy...... eee 2 0.0 0.0 


Total maternal mortality 2%; fetal mortality 9.9%. 
operative delivery. Therefore every patient should 
be given detailed instructions as to the proper 
hygiene of the birth canal in the last month of 
pregnancy. 

Maxwell emphasizes the importance of realizing 
that “‘test by labor” has vaguely defined time 
limits. The true test begins only when the cervix is 
completely dilated. This test is a test of accomplish- 
ment and should not be prolonged beyond the limits 
of the patient’s endurance. Cervical rigidity, weak, 
infrequent uterine contractions, and occiput-poste- 
rior presentations prolong labor, weaken the woman’s 
power of resistance, and cause exhaustion before the 
value of the trial by labor can be determined. A 
tremendous fetal and a considerable maternal mor- 
tality will result from the use of high forceps. This 
procedure should therefore be discarded. However, 
because the author’s review extends back for more 
than ten years, this was in many instances the only 
method possible when maternal exhaustion com- 
pelled delivery. 

More recently, the advantages of low cervical 
section in the cases of potentially infected women 
have been emphasized, and experience in a few cases 
justifies its adoption. The present policy in the 
management of contracted pelvis in the University 
of California Medical School is conservative. The 
patient is allowed to go into natural labor, the 
progress of labor is determined by rectal examina- 
tions only, and in the event of unsatisfactory 
progress the child is delivered by a low cervical 
section. 

The method of delivery in 241 cases of contracted 
pelvis is given in Table IV, and the relation of the 
type of delivery to the mortality is shown in Table 
ie Ro anp S. Cron, M.D. 


Huntington, J. L., Irving, F. C., and Kellogg, F. S.: 
Abdominal Reposition in Acute Inversion of 
the Puerperal Uterus. Am. J. Obst. & Gynec., 
1928, xv, 34. 

This article reports five cases of inversion of the 
uterus occurring immediately after delivery. All 
were treated by abdominal operation. Recovery 
resulted in every instance. 

In the technique used by the authors, the abdo- 
men is opened by a low median incision. If there is 
complete inversion, the uterus is absent from the 
pelvis and there is a crater in the region of the cervix 
into which the tubes, round ligaments, and occa- 
sionally one or both ovaries have been drawn. The 
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operator and his assistant are both armed with two 
Allis forceps. Each inserts one of his forceps into 
the crater for about an inch and grasps the surface 
of the uterus on his side. Both draw upward simul- 
taneously, pulling a portion of the uterus out of 
the ring and restoring it to the peritoneal cavity. 
Steadying the uterus by the forceps already applied, 
the operators then insert their second forceps into 
the crater for about the same distance as before and 
again grasp the sides of the uterus and pull upward. 
Thus by successive bites and upward traction, the 
uterus is gradually restored to its normal position. 
ALBERT M. Votimer, M.D. 


Grimault, L.: Low Cesarean Section by the Extra- 
peritoneal Route Following Rupture of the 
Membranes with Infection (Césarienne basse; 
oeuf ouvert et infecté; temps septique extra- 
péritoneal). Bull. Soc. d’obst. et de gynéc. de Par., 
1927, Xvi, 494. 

The author reports three cases in which he per- 
formed a low cesarean section following rupture of 
the membranes with infection. In his technique for 
infected cases the peritoneal cul-de-sac is separated 
from the bladder by a horizontal incision in the cel- 
lular tissue which unites them. The peritoneal cul- 
de-sac is then slit vertically so as to give free access 
to the lower segment of the uterus, and the parietal 
and visceral folds are sutured together so that, in- 
stead of one horizontal cul-de-sac, there are two ver- 
tical culs-de-sac and the peritoneum is closed before 
the uterus is opened. For clean cases, Grimault pre- 
fers the classical caesarean section. 

Auprey G. Morcan, M.D. 


NEWBORN 


Crowther, W. L.: Hemorrhage of the Newborn. 
Med. J. Australia, 1927, ii, 873. 


Hemorrhage of the newborn may be due to 
trauma from instrumental delivery or the natura] 
forces of labor; pathological conditions such as 
congenital syphilis, duodenal or gastric ulcer, or 
sepsis neonatorum; or the hemorrhagic diathesis 
(idiopathic hemorrhage). 

The groups of cases can be differentiated by 
noting the bleeding and coagulation times. If both 
are normal, the hemorrhagic diathesis is excluded. 
The bleeding time as determined by the puncture 
method of Rodda should range from two to five 
minutes. In idiopathic hemorrhage, the oozing may 
continue for hours or even days. The coagulation 
time is normally from five to ten minutes. In idio- 
pathic hemorrhage it ranges from thirty to ninety 
minutes. The hemorrhagic diathesis of the newborn 
is due to some grave alteration of the blood formula 
which changes the blood coagulation. Proof of this 
lies in the fact that the subcutaneous introduction 
of from 5 to 10 c. cm. of whole adult blood will con- 
trol the hemorrhage and cause a coincident return 
to normal of the bleeding and coagulation times. 
Atice F. MAxweE Lt, M.D. 
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Schweizer, F.: Complete Obstetrical Paralysis of 
the Right Brachia! Plexus and the Right Phren- 
ic Nerve in an Infant Two and One-Half 
Months Old (Pardlisis obstétrica completa plexual 
braquial derecha y pardlisis del frenico derecho en 
un lactante de 244 meses de edad). Semana méd., 
1927, XXXiv, 1098. 

The author reports the case of an infant two and 
one-half months old who was suffering from com- 
plete brachial paralysis on the right side and con- 
stant dyspnoea with polypncea. The dyspnoea and 
polypnoea were not very marked when the child 
was quiet, but when it cried or made any move- 
ment, the respirations reached 70 per minute and 
there was a transitory cyanosis. 

Electrical examination showed the reaction of 
degeneration in all of the muscles of the right arm. 
On roentgen examination, the right apex and first 
three incostal spaces were found to be clear, but 
the rest of the thorax on that side showed an opacity 
due to the liver which was displaced upward. On 
the left side, the apex and first two or three inter- 
costal spaces were clear,. but below there was 
opacity due to the heart and mediastinum which 
were deviated to the left. The three chief roentgen 
signs were a rise in the arch of the paralyzed dia- 
phragm, displacement of the mediastinum toward 
the normal side, and obliteration of the phrenicostal 
sinus on the right side. 

The paralysis of the diaphragm was due to par- 
alysis of the phrenic nerve on the right side. While 
obstetrical paralysis of the brachial plexus is not 
unusual, the author believes this is the first recorded 
case of brachial plexus paralysis combined with 
permanent paralysis of the phrenic nerve. 

Aubrey G. Morcan, M.D. 


MISCELLANEOUS 


Baker, S. J.: The Maternal Mortality in the United 
States. J. Am. M. Ass., 1927, 1xxxix, 2016. 


The maternal mortality rate in the United States 
is one-third higher than the maternal mortality 
rate in England and Wales, and more than twice as 
high as that of Denmark, Italy, Japan, the Nether- 
lands, New Zealand, and Sweden. In tors, it was 
6.1, and in 1925, 6.4 per 1,000 live births. 

Forty per cent of the maternal deaths are due to 
puerperal infection; 27 per cent, to puerperal 
albuminuria and convulsions; 23 per cent, to the 
accidents of pregnancy, including abortion, ectopic 
pregnancy, puerperal hemorrhage, embolism, puer- 
peral phlegmasia alba dolens, and certain ill- 
defined causes; and 10 per cent, to instrumental 
deliveries and surgical procedures such as cesarean 
section. 

A comparison of the number of births in the 
cases of women cared for by physicians and mid- 
wives with the total maternal deaths in the same 
geographical area showed that the midwife is not a 
dominant factor in the present high maternal 
mortality rate. 


To reduce the maternal mortality rate, the 
author proposes more hospitalization of confine- 
ment cases in order to eliminate puerperal septi- 
cemia and assure safety in operative procedures; 
better training of medical students in the science of 
obstetrics; the reporting of all cases of puerperal 
septicemia; and extension of facilities for prenatal 
care and supervision. Asrauam A. Braver, M.D. 


MacMurchy, H.: Maternal Mortality in Canada. 
Canadian M. Ass., J., 1927, xvii, 1434. 


With the co-operation of the members of the 
medical profession, the provincial authorities, and 
the Dominion Bureau of Statistics, the Minister of 
Health of Canada made an inquiry into the mater- 
nal mortality in Canada in the period from Dominion 
Day, 1925, to Dominion Day, 1926. As the result 
of this investigation there are now on file 11,000 
official returns—records of the deaths of all women 
between fifteen and fifty years of age who died in 
that year, together with the name and address of 
the physician or other person signing the death 
certificate. It was found that in the fifty-ninth 
year of the Confederation there were 1,532 maternal 
deaths, approximately 6 per 1,000 living births. 

The histories of the 1,532 mothers who died 
showed that the health of 727 of them was not good. 
The following cond'tions were recorded: 


General health poor or bad.................. 153 
NE NII go oat iearecicp sneer a aun-tedaaes 226 
Influenza and pneumonia.................... 132 
I ego Bn: obser bud deray bse: ao 20 OB 
Exhausted from care of home and children..... 67 
Exhausted from want of sleep and rest........ 27 
Exhausted from too frequent pregnancies (such 
SS 5 cemaren 10 6 VOOTE) .....o 55 scan cscs 26 
MINERS Sci uidicen fis oe ate vtancge ary ste sia TO CBee as 727 


The cause of death was given as cardiac disease 
in 190 cases (12 per cent), sepsis in 418 (27 per 
cent), hemorrhage in 357 (23 per cent), toxemias 
of pregnancy in 344 (22 per cent), and long and hard 
labor in 87 (5 per cent). Nearly all of the deaths 
due to these causes could have been prevented 
by proper prenatal care. Pernicious vomiting was 
the cause of death in 47 cases; phlebitis in 22 
cases; nephritis in 80 cases, and eclampsia in 195 
cases. Pernicious vomiting and eclampsia were 
responsible for 242 deaths (16 per cent of the total 
number). Eighty-seven deaths were due to embolism 
and 63 to shock. Ectopic pregnancy occurred in 33 
cases. 

Of the total number of women, 349 were primi- 
pare and 963 were multipare. Forceps were used in 
289 cases (19 per cent). Fifty-six reports cited 
hurry on the part of the physician as the reason for 
the use of forceps; others stated that the instruments 
were employed in accordance with the wish of the 
patient or her friends. Pituitrin was used in 327 
cases (21 percent); in 3 of these, rupture of the uterus 
occurred. 
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No doctor was in attendance in 237 cases (15 
per cent). This number includes 48 (3 per cent of 
the total number) in which a midwife was in at- 
tendance. In nearly every instance the midwife 
was untrained, and in some of the cases she was 
directly responsible for the death. 

Only 230 of the 1,532 patients had prenatal care. 
In 128 cases the doctor was not called until labor 
had begun. 

In 1924, the total number of births in Canada 
was Over 244,000, and 38,634 (16 per cent) occurred 
in hospitals. Rotanp S. Cron, M.D. 


MacDowell, E. C., and Lord, E. M.: Reproduction 
in Alcoholic Mice. I. Treated Females. A 
Study of the Influence of Alcohol on Ovarian 
Activity, Prenatal Mortality, and Sex Ratio 
(Fortpflanzung alkoholisierter Maeuse. I. Behand- 
lung weiblicher Maeuse. Eine Studie ueber den 
Einfluss des Alkohols auf die Taetigkeit des Eier- 
stocks, die Sterblichkeit vor der Geburt und das 
Verhaeltnis beider Geschlechter). Arch. f. Entwick- 
lungsmech. d. Organ., 1927, CixX, 549. 


Attempts to solve the alcohol problem by experi- 
mentation suffer most, in the authors’ opinion, from 
the subjective prejudices of investigators. Of the 
enormous literature on the subject, only a little is 
really of value when complicated questions of repro- 
duction, development, and race come under con- 
sideration. In experiments on animals, it is forgotten 
that the organism on which the experiments are per- 
formed is as complicated as alcohol is chemically 
simple. The chief difficulty in experimentation is the 
elimination of the variations due to this fact. The 
influence of alcohol on the animal is still a problem in 
itself, and as animals react very differently to alcohol, 
no conclusions applicable to man can be drawn from 
them. 

Before the influence of alcohol on offspring is con- 
sidered it is necessary to determine whether the 
decrease in offspring claimed by many investigators 
to result from alcoholism rests on prenatal death, 
disturbances of ovulation, or a reduced liability to 
conception. 

The investigations reported in this article were 
limited strictly to the mating of alcoholized female 
mice with sound male mice. The strains of mice used 
had been bred in the laboratory for a long period of 
time and their origin and blood relationship were 
known. In the case of each female, the date of open- 
ing of the vagina and the duration of rut were re- 
corded. In each gravid animal the exact number of 
ovulation and littering periods was determined by 
examining the ovary exteriorized through a dorsal 
incision under ether narcosis between the twelfth 
and twentieth days of gravidity. Under a binocular 
microscope, the corpora lutea graviditatis, which 
may be easily distinguished from old corpora lutea, 
were counted and the number of dead fetuses was 
calculated from the difference between the number 
of the former and the number of living offspring. 

The sex of the newborn was learned from a red 
fleck between the anus and the genital papilla in the 
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female and the projecting scrotal ridge in front of 
the anus in the maie. 

The alcohol was administered in the form of vapor 
from alcohol-saturated blotting paper that was 
placed with the mouse under a bell jar for various 
lengths of time—up to forty-five minutes for slight 
intoxication, and five times a week until there was 
loss of consciousness for severe intoxication. 

In one group of animals in each series of experi- 
ments the alcoholization was stopped during the 
last week of pregnancy and in another it was con- 
tinued to delivery. 

Comparison of the mice treated with small doses 
of alcohol vapor (forty-five minutes daily, beginning 
at the age of four weeks) with untreated sisters of 
the same litter led to the following observations: 

1. The time between the mating and the birth of 
the offspring showed a tendency to increase. 

2. Whether the opening of the vaginal orifice and 
the first cestrus were delayed was questionable. 

3. The duration of the cestrus cycle, the number 
of corpora lutea, the size of the litter (male un- 
treated), and the mortality before and during the 
birth showed no change. 

In certain cases in which the oestrus cycles had 
been determined before the treatment was begun, 
the alcohol nearly doubled the length of the cycle. 
This effect was more frequent when large doses of 
alcohol vapor were given. 

When female mice treated with doses of alcohol 
vapor sufficient to cause complete insensibility (five 
times a week, beginning at the age of four weeks) and 
mated with normal males were compared with un- 
treated sisters of the same litter mated with the 
same normal males, it was noted that: 

1. The treatment showed a tendency to delay the 
birth of the first litter and to increase the intervals 
between the births that followed when all of the 
young were killed at birth and the mother was at 
once mated again. 

2. The number of corpora lutea per pregnancy 
was a little larger, whether or not the treatment was 
stopped during the last week of pregnancy. 

The size of the litter was reduced by about 
five-tenths of a mouse when the treatment was 
stopped before the last week of pregnancy (Series A) 
and by seven-tenths of a mouse when the treatment 
was continued to delivery (Series B). 

4. Pregnancy in which no young were carried to 
term was somewhat more frequent. 

5. The number of stillborn young was greater by 
about 4.5 per cent in Series A and by 9.4 per cent in 
Series B. The number of stillborn females was some- 
what greater than that of stillborn males in both the 
treated and the control group. 

6. The mortality before birth was raised by about 
one or two embryos per litter. 

7. The ratio of the sexes showed no alteration. 
The percentage of males in 2,857 mice was 51.2. 

8. The incidence of abnormalities in the young 
showed no change. The report is supplemented by 
numerous curves and tables. Fiescu (G). 











ADRENAL, KIDNEY, AND URETER 


Gile, H. H.: Observations on Injections of the 
Renal Pelvis, with Special Reference to the 
Question of Pyelovenous Back-Flow. J. Urol., 
1927, XVili, 621. 

The author reports that in corrosion specimens 
of the renal pelvis from cadaver specimens, no 
venous out-branchings were obtained except where 
apparent extravasation had occurred. 

The results of dye injections were similar to those 
of Hinman. The venous system was injected regu- 
larly, but the tubules were never injected more than 
partially and this only rarely. Observations of 
opaque solutions injected under X-ray control con- 
firmed those made by Hinman. None of the find- 
ings, however, demonstrated how the substances 
reach the blood stream from the pelvis. Normally, 
there is no intrapelvic pressure. With the occurrence 
of a positive pressure, there may be microscopic 
ruptures, filtration, osmosis, increased permeability 
of the pelvic membrane, lymphatic absorption, or 
the opening up of a direct communication already 
present in the angles of the minor calyces as con- 
ceived by Hinman and Lee-Brown. 

There is no doubt that the tubules may be par- 
tially injected, but the discovery of the dye in the 
blood vessels and not in the tubules following the 
injection of living mammalian kidneys suggests 
that the tubules do not play a large part in the 
production of back-flow. 

The living kidney of the frog apparently pre- 
sents a different mechanism, as its tubules were 
easily filled. 

In the author’s opinion the term “pyelovenous 
back-flow”’ is a good one if it is used to mean the 
passage of substances from the renal pelvis to the 
venous circulation. 

In conclusion, Gile states that this phenomenon 
does not occur by way of the tubules, but the 
route by which it does occur has not yet been 
demonstrated. J. Sypney Ritter, M.D. 


Secrétan, M.: Pyelonephritis with the Azotemic 
Syndrome (Pyélonéphrite 4 syndrome azotémique). 
J. durol. méd. et chir., 1927, xxiv, 273. 

Secrétan reports two cases of a variety of pyelo- 
nephritis in which suppuration is minimal but the 
lesions of the renal parenchyma are so pronounced 
that the progressive deficiency of renal function may 
bring about a fatal uremia within a few months. He 
claims that this is the first report to be made of 
primary pyelonephritis with the azotemic syndrome. 

After a period of septicemia which may some- 
times give rise to alarming symptoms, the infecting 
organisms reach the kidney. The kidney endeavors 
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to free itself of the invaders by eliminating them 
through the uriniferous tubules, but almost simul- 
taneously there develops an infection of the renal 
pelvis, the general and urinary symptoms of which 
usually mask the renal symptoms. 

After the termination of the period of septicemia, 
both a nephritis and a pyelitis persist. Through 
subacute evolution, the nephritis may result in pro- 
gressive renal insufficiency. The gravity of pyelone- 
phritis depends not only on the infection and suppu- 
ration, but also and at all stages of the disease on the 
function of the kidneys. 

In both of the cases reported, one of the first 
clinical manifestations was a painless hematuria 
without clots or bladder phenomena. 

Secrétan discusses the various forms of pyelone- 
phritis and their development. In the diagnosis, 
the chief conditions to be ruled out are lithiasis and 
tuberculosis. Every possible cause of renal retention 
should be looked for, and the entire urinary tract ex- 
plored from the urethra to the renal pelvis. 

ANNA L. Pace. 


Ujhelyi, J.: The Unusual Occurrence of Two Types 
of Tumor in One Kidney: Hypernephroma and 
Sarcoma (Ein seltener Fall von zweierlei Ge- 
schwuelsten in einer Niere: Hypernephrom und 
Sarkom). Ziéschr. f. urol. Chir., 1927, xxiii, 85. 

After introductory observations on the nature and 
structure of tumors of the kidney, the author reports 
in detail the clinical and operative findings in a case 
in which there occurred, in one and the same kidney, 
a pure hypernephroma in one portion of the organ 
and a sarcoma entirely independent of the hyper- 
nephroma in another portion. 

A similar case reported by Lubarsch is cited. In 
the author’s case, the sarcoma, which was of the 
spindle-cell type, had penetrated the renal vein and 
renal pelvis. The patient died three hours after the 
operation. No autopsy report is given. The clinical 
diagnosis was made eight months before the oper- 


ation. BAUvER (Z). 

Mathé, C. P.: Renal Surgery—Its Pitfalls and 
Complications. California & West. Med., 1928, 
XXViii, 57. 


Mathé reviews 370 cases of renal surgery with re- 
gard to pitfalls in the surgical technique and the de- 
velopment of complications, his purpose being to 
determine how the treatment may be improved so 
that such pitfalls and complications may be avoided 
in the future. 

The more common complications were: shock in 
ten cases; hemorrhage in ten cases; cardiac compli- 
cations in four cases; phlebitis in nine cases; the 
formation of a fistula discharging urine and pus in 
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six cases; anuria in two cases; pneumonia in one 
case; septicemia in one case; cervical neuritis in one 
case; and abscess of the kidney overlooked at the 
time of the operation in four cases. 

Before renal surgery is undertaken, a careful pre- 
operative estimate of the function of both kidneys 
should be made to eliminate patients who are poor 
risks. Painstaking pre-operative and postoperative 
care does as much to lower the mortality as good 
operative skill and judgment. 

Many pitfalls associated with renal surgery can be 
eliminated by improvement in the operative tech- 
nique. Excessive retraction and loss of blood must 
be avoided. Injury to the tissues may be reduced 
by a wide incision and careful dissection of the kid- 
ney from the pleura, liver, peritoneum, and other 
viscera. In the liberation of the organ from the 
peritoneum which is in apposition to the prerenal 
fascia, blunt dissection should be employed. A wide 
crescentic incision, beginning at the point of the 
articulation of the last rib with the vertebra and 
extending well anterior to the anterosuperior spine 
of the ilium gives sufficient exposure of the pedicle 
even when the latter is short and the kidney is high, 
and is entirely behind the peritoneum. Incision of 
the costovertebra! ligament allows greater exposure 
by permitting retraction of the ribs upward. 

The space between the last rib and the crest of the 
ilium can be appreciably increased by the use of a 
stabilizer which raises the lumbar region from below 
keeps the under leg firmly flexed and the upper leg 
extended, and causes counterpressure on the abdo- 
men from below. The high, left adherent kidney is 
best approached by the extraperitoneal abdomino- 
thoracic incision. 

In nephrectomy, the renal vessels should be doubly 
ligated, individually if possible. If they cannot be 
separated, the pedicle should be doubly clamped en 
masse. A ligature should be tied above and below 
the clamp and the clamps released during the tight- 
ening of the ligature. 

For the success of conservative renal surgery the 
elimination of stasis is essential. 

Louis Gross, M.D. 


Merz, H.: Roentgenographic Measurement of the 
Compensatory Hypertrophy of the Kidney Re- 
maining After Nephrectomy (La mesure de 
Vhypertrophie compensatrice du rein restant aprés 
néphrectomie par la radiographie). Arch. d. mal. d. 
reins et d. organes génito-urinaires, 1927, iii, 126. 

Merz states that if two roentgenograms of a pa- 
tient are made under identical conditions before and 
after nephrectomy, it is possible to follow the con- 
tour of the kidney, to measure the surface of the 
organ, and, by comparison, to appreciate the increase 
in the renal area and hence the volume of the organ. 

In determining the surface of the roentgenographic 

image he uses the Hirtz method. His observations 

included twenty-six cases in which nephrectomy for 
renal tuberculosis had been done from several weeks 
to several years previously. Compensatory hyper- 
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trophy was found in every instance, but the author’s 
conclusions are based on thirteen cases in which the 
operation was performed some time ago and numer- 
ous subsequent clinical, bacteriological, and sero- 
logical examinations had been made. 

These cases indicate that compensatory hyper- 
trophy of the kidney remaining after nephrectomy is 
generally very marked, being evidenced by surface 
increases amounting to about 33 per cent. The kid- 
ney never doubles its volume. The hypertrophy in- 
volves the entire organ, the contour shown by the 
second roentgenogram following that shown in the 
first one and it being fair to assume that if the two 
visible diameters are greater, the third diameter is 
also greater. The kidney often drops 2 or 3 cm. as 
it hypertrophies, the inferior pole being sometimes 
at the fourth lumbar transverse apophysis or at the 
iliac crest. 

The hypertrophy appears within a few weeks after 
the operation and reaches its maximum in from 
twelve to fifteen months. It is lasting. The duration 
of the disease at the time of the operation is an im- 
portant factor determining the amount of the in- 
crease. If the disease was present for some time 
before the operation, the healthy kidney had some 
time to make up for the deficiency of the diseased 
kidney and its postoperative increase in size will 
therefore not be so great as if the disease was present 
for only a short time. The hypertrophy is greater 
also in young subjects than in older subjects, and in 
persons in good general condition than in those with 
other lesions. 

The conclusions drawn from cases of renal tuber- 
culosis, especially as regards the influence of the 
degree of evolution of the condition at the time of 
operation, were borne out also in twelve cases of 
hydronephrosis. Anna L. Pace. 


Carson, W. J.: Dilatation of the Ureter in the 
Male: Autopsy Findings. Am. J. Surg., 1927, 
ill, 541. 

Of 185 consecutive autopsies on males, ureteral 
dilatation was found in 23 (12.4 per cent). It 
occurred on the right side in 5 cases, on the left 
side in 4, and on both sides in 14. 

The dilatation of the ureter was accompanied by 
hydronephrosis in 21 cases (88.5 per cent). 

In 11 cases (47.7 per cent), the etiological factor 
was infravesical obstruction. 

Ureteral stricture was found in 5 cases. In 4, it 
was inflammatory, and in 1, congenital. 

J. Sypney Ritter, M.D. 


BLADDER, URETHRA, AND PENIS 


Hortolomei: Bladder Wounds with Very Slight 
Symptoms (Plaies de la vessie 4 symptomes 
frustes). J. d’urol. méd. et chir., 1927, xxiv, 286. 


The author reports two cases of wounds of the 
bladder, one caused by shrapnel and the other by a 
revolver bullet, in which the symptoms were very 
slight. In the first case the shrapnel entered the 











406 


buttocks and was removed from the bladder by the 
hypogastric route six years after the injury. Diffi- 
culties of micturition began four years before the 
operation. Because of the interruption of the 
stream of urine, the patient was obliged to urinate 
from twenty to twenty-five times a day. By the 
use of the sitting position, urination was more 
easily accomplished and the frequency reduced to 
from seven to ten times a day. The urine had never 
been bloody, cloudy, or purulent. Hence the 
possibility that the shrapnel had entered the bladder 
in the rupture of an abscess was ruled out. The 
shrapnel ball lay free in the bladder and had not 
undergone incrustation or erosion. It was dis- 
covered with the use of Guyon’s metallic explorer. 

In the second case the revolver bullet entered 
the right buttock three fingerbreadths posterior to 
the great trochanter and a little below the line 
which passes its upper edge, and was stopped under 
the tissues about 1 cm. above the left crural arch. 
At the time of the injury the patient experienced 
severe pain and an urgent desire to urinate. Two 
hundred cubic centimeters of blood-tinged urine 
were removed with the catheter. The hypogastric 
region was slightly sensitive and the dressings were 
infiltrated with the blood-stained urine. The 
catheter was left in place for eight days. Cysto- 
scopic examination on the twelfth day showed the 
orifice of entry, the size of a one-franc piece, on the 
right wall of the bladder below the center. The 
orifice of exit on the opposite wall was somewhat 
smaller. The surface of the bladder showed numer- 
ous punctiform effusions of blood. None of the 
symptoms was characteristic of a wound of the 
bladder. The hematuria lasted only two hours and 
no serious complications developed. 

ANNA L. Pace. 


Hager, B. H., and Braasch, W. F.: Cystography. 
Surg., Gynec. & Obst., 1927, xlv, 502. 

Cystography is not intended to take the place of 
ocular inspection of the bladder but to corroborate 
cystoscopic findings. It may be of considerable value 
in demonstrating the presence of lesions of the blad- 
der when the general condition of the patient or 
technical difficulties preclude cystoscopy. Cystog- 
raphy affords a means whereby diverticulum of the 
bladder can be recognized and furnishes information 
as to the capacity of the bladder and the ability of 
the organ to empty. 

In cases of vesical neoplasm, cystography may 
show the site and extent of the malignancy and in- 
dicate the advisability of operative procedure. 

Lesions of the bladder secondary to cord changes 
may be recognized from characteristic variations in 
outline together with evidence of regurgitation of 
the medium into the ureter and urethra. Various 
deformities of the bladder occurring with hyper- 
trophy of the prostate have been noted. 

The importance of cystography in infants with 
persistent pyuria is emphasized because of the value 
of the procedure in demonstrating the presence of 
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atony of the urinary tract with resultant ureterecta- 
sis and pyelectasis. Deformity of the bladder from 
extravesical pressure may be recognized in the cysto- 
gram showing an outline which is usually regular in 
contrast to the more irregular filling defect caused 
by neoplasm. 

A satisfactory technique for making cystograms is 
described. 


Bilger, F.: Hamaturia Due to Vesical Varices 
Associated with a Pelvic Varicocele; Resection 
of the Varicocele; Cure (Hématuries par varices 
vésicales associées 4 un varicocéle pelvien; résection 
du varicocéls; guérison). J. d’urol. méd. et chir., 
1927, XXiV, 294. 

In the case of a woman fifty-eight years of age 
who gave a history of recurrent hematuria, general 
examination revealed very marked varices and the 
hematuria was found to be due to varices of the 
bladder. Suspecting an obstacle to venous circula- 
tion in the pelvis, Bilger performed an exploratory 
laparotomy. He found an extraordinarily large 
varicocele in the fold of the broad ligament con- 
taining the left tube. The left ovary and the left 
tube with its fold of broad ligament were resected 
The patient made a complete recovery, and the 
perineal varices gradually disappeared. 

‘ ANNA L., PACE. 


Scott, W. W.: Gradual Decompression of the 
Bladder with a Ureteral Catheter. J. Urol., 
1928, xix, 81. 

Scott states that in cases in which urethral 
catheters cannot be passed, a small olive-tipped 
ureteral catheter may be used to empty the dis- 
tended bladder. Such a catheter may be used also 
as a dilator, a progressively larger one being em- 
ployed until a point is reached at which soft rubber 
catheters can be passed. The drainage is relatively 
rapid, but in the five cases reported there was no 
suppression of urine, hematuria, or other com- 
plication. 

The method is of value in obstruction due to 
prostatic malignancy. GILBERT J. THomas, M.D. 


Beer, E.: The Treatment of Tumors of the Bladder 
with Physical Agents (Traitement des tumeurs de 
la vessie par les agents physiques). J. d’urol. méd. 
et chir., 1927, Xxiv, 327. 

Beer bases his conclusions as to the value of phys- 
ical agents in the treatment of bladder tumors on 
more than 400 cases. He states that the use of the 
high-frequency current through the cystoscope has 
given him excellent results. The remote action of 
the bipolar current may be used to produce a massive 
coagulation in the pedicle of the neoplasm. The 
effect of the unipolar current is similar but less 
marked. Only malignant tumors should be treated 
with these currents. The endoscopic treatment gave 
excellent results in the majority of 158 cases. 

In the operative treatment of bladder tumors 
every precaution should be taken to prevent new 

















implantations. Beer opens the bladder with the 
“radio knife,” and after coagulating the tumor with 
the current, removes it with the cutting needle. Of 
thirty-three cases in which this method was used, 
85 per cent were apparently cured. After the oper- 
ation, the bladder should be re-examined regularly 
with the cystoscope. Washing of the wound with 
pure alcohol prevents new implantations because of 
the coagulation it causes. Beer has used the oper- 
ative technique described in cases of carcinoma and 
papilloma. If the neoplasm is found to be non- 
resectable, he destroys it with radium. Apparently 
good results were obtained in 60 per cent of cases of 
papilloma and 35 per cent of cases of infiltrating 
carcinoma. 

The application of radium emanations through 
the cystoscope gave apparently successful results in 
50 per cent of the cases. The mortality was highest 
(33 per cent) in cases of non-resectable tumors situ- 
ated near or at the sphincter, in which radium was 
applied in the open bladder. In only 6 (30 per cent) 
of 31 such cases was an apparent cure obtained. 

In 17 cases of carcinoma in which deep roentgeno- 
therapy was tried it occasionally caused an ameliora- 
tion of the symptoms but in no instance resulted in a 
cure. ANNA L. PACE. 


Ingebrigsten, R.: Cancer of the Bladder Treated 
with Radium; Cure of Seven Years’ Duration 
(Cancer de la vessie traité par le radium; guérison 
depuis sept ans). Bull. et mém. Soc. nat. de chir., 
1927, liii, 1291. 

Ingebrigsten reports a case of cancer of the 
bladder that he treated with radium seven years 
ago.. The patient still remains cured. The diag- 
nosis was made by the Pathological Institute of the 
University of Oslo on the basis of a biopsy specimen 
taken at the time of cystostomy. The treatment 
consisted in the application, for forty-eight hours, 
of 110 mgm. of radium bromide with a filter corre- 
sponding to 3 mm. of lead. The tubes were placed 
in contact with the tumor by tamponing the bladder. 
The bladder incision, left open until after the 
removal of the radium, healed normally. The pa- 
tient left the hospital eight weeks after the treat- 
ment. In the two examinations that have been 
made since that time, the last one in October, 1927, 
no recurrence of the tumor was found. 

ANNA L. PAce. 


GENITAL ORGANS 


Hunt, V. C.: Immediate and End-Results of Supra- 
pubic Prostatectomy; A Consideration of the 
Factors Involved. Canadian M. Ass. J., 1927, 
xvii, 1462. 


Certain changes in the management of benign 
prostatic hypertrophy of the prostate gland following 
suprapubic prostatectomy have resulted in a great 
reduction in the mortality and improvement in the 
ultimate functional results. Cardiovascular disease 
is as important a consideration in the immediate and 
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end-results of prostatectomy as renal insufficiency. 
The chief essentials for the most successful treat- 
ment of surgical benign prostatic obstruction are 
pre-operative treatment and accurately visualized 
operative procedures. 

Recent investigation of the relationship of pre- 
liminary treatment to the mortality following pros- 
tatectomy has definitely established the necessity of 
such treatment in all cases. It has been shown that 
the mortality rate in the best surgical risks without 
preparation approaches closely that in the exceed- 
ingly poor risks requiring long periods of pre- 
operative preparation and is twice that in the best 
surgical risks with the advantage of adequate pre- 
operative treatment. 

The important factor in the preliminary treatment 
is drainage of the bladder. This is accomplished 
more satisfactorily by means of the urethral or supra- 
pubic catheter than by intermittent catheterization. 

Drainage permits the recovery of renal function 
and stabilizes the cardiovascular-renal reserve. It 
should be continued until the renal functional tests 
have become stabilized within normal limits and the 
general condition has improved to the maximum. 
In many instances the maximal safety of prostatec- 
tomy may be assured after a period of from ten days 
to two weeks of pre-operative treatment, but if the 
patient is in poor general condition with marked 
renal insufficiency it may be necessary to drain the 
bladder for months before the operation can be 
undertaken with any degree of safety. Experience 
has led to the adoption of a minimum of ten days’ 
drainage of the bladder even in the most favorable 
cases. 

Usually suprapubic prostatectomy is performed 
in one stage, but associated conditions such as vesical 
calculi, vesical diverticula, severe cystitis, marked 
renal insufficiency requiring prolonged drainage, and 
senility forbid the routine adoption of the one-stage 
operation. In carefully selected cases, adequate 
drainage of the bladder may be obtained by means 
of the urethral catheter, and in 75 per cent of them 
this facilitates the one-stage visualized operation 
which permits application of the general principles 
of surgery—adequate exposure, accuracy of conduct, 
and complete hemostasis. 

The type of anesthetic used is of importance in 
prostatic surgery. It has long been realized that in- 
halation anesthesia should be avoided. Regional 
anzsthesia approaches the ideal as it possesses none 
of the disadvantages of general anesthesia and is de- 
void of the potential dangers of intraspinal anzs- 
thesia. 

The type of operation performed for the removal 
of the prostate gland unquestionably has some bear- 
ing on the mortality rate and ultimate functional 
results. The one-stage operation, which is readily 
applicable to 75 per cent of the cases, is preferred. 
In certain cases the two-stage operation is necessary 
to reduce the risk, but it possesses the disadvantage 
of blind extirpation of the gland which sometimes 
results in incomplete removal of adenomata and 
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leaves an irregular vesical neck with mucous mem- 
brane tags, a potential and often an actual source of 
subsequent obstruction. As a group, the patients on 
whom a one-stage operation is performed obtain 
better functional results than those on whom the 
two-stage operation is performed. Except in cases 
in which obstruction of the vesical neck develops 
after the two-stage operation, the functional results 
in terms of symptomatic relief are less dependent 
upon the type of operation than upon the degree of 
pyelonephritis. Since the one-stage operation is the 
one of choice and applicable in 75 per cent of the 
cases and since the two-stage operation is reserved 
for patients who are poor surgical risks, usually on 
account of advanced pyelonephritis, the results of 
the two-stage operation, under the circumstances of 
this particular selection of patients are not as good 
as those of the one-stage operation nor as good as 
those of the two-stage operation applied to patients 
who are good surgical risks. 

Hemostasis is of great importance in prostatec- 
tomy. Of the various hemostatic measures, suture 
to control bleeding at the vesical neck and compres- 
sion within the prostatic capsule have proved the 
most efficient. 

The author reviews the results obtained in 995 
cases in which suprapubic prostatectomy was per- 
formed at the Mayo Clinic during the five-year 
period from January, 1921 to January, 1926. There 
were forty-two surgical deaths, a mortality rate of 
4.3 per cent. These include all deaths, whether the 
immediate cause was or was not directly related to 
the surgical procedure. 

Fifty-four per cent of the patients were entirely 
relieved of symptoms; 22.6 per cent were markedly 
relieved; and 14.2 per cent were moderately re- 
lieved. Therefore 91 per cent were materially bene- 
fited by the operation. The 9 per cent who were not 
benefited were patients in whom irreparable injury 
to the kidneys had occurred as the result of long- 
standing urinary obstruction with persistent and 
progressive pyelonephritis. 


Belfield, W. T., and Rolnick, H. C.: Observations 
on the Physiology and Therapy of the Seminal 
Duct. J. Am. M. Ass., 1927, |xxxix, 2104. 

Campbell, M. F.: Treatment of Acute Epididymitis: 
A Study of 3,009 Cases. J. Am. M. Ass., 1927, 
Ixxxix, 2108. 


BELFIELD and ROLNICK call attention to the fact 
that the proteins secreted by the epididymis and 
seminal vesicles may be precipitated in the urine 
by heat and nitric acid, and this “vesicular albu- 
minuria” is easily mistaken for renal albuminuria. 

In experiments with intravenous injections of 
methylene blue, pyridium, mercurochrome-220 
soluble, and silver arsphenamine into dogs and the 
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oral administration of pyridium to man, they 
demonstrated that the seminal ducts of the dog anc 
of man excrete certain foreign substances introduced 
into the circulation. On the basis of this demonstra 
tion they attempted to influence infections of the 
seminal duct by means of chemicals introduced int: 
the blood. In fifteen of thirty cases of non-tubercu 
lous prostatovesiculitis which were refractory to the 
usual medical treatment, all evidence of infection 
promptly disappeared following a few injections oi 
neo-arsphenamine or sulpharsphenamine. 

The authors conclude that in chronic prostato- 
vesiculitis and its complications, internal medication 
with arsphenamine may decrease the number of 
operations which are performed for this condition 
because of the failure of the usual medical therapy. 

CAMPBELL states that clinical and experimental 
observations in 3,000 cases of acute gonorrhceal 
epididymitis admitted to the Urological Service of 
Bellevue Hospital, New York, indicate that the best 
non-surgical treatment consists of rest in bed with 
splinting of the scrotal contents by an adhesive 
suspensory bandage and the application of an ice 
cap (without urethral treatment in gonorrhceal 
cases). Epididymotomy affords immediate relief 
from pain and is indicated in one of every fifteen 
cases. On the average, the patient who is operated 
upon is hospitalized for only three and seven-tenths 
days longer than the patient who is not treated 
surgically. The prevention of postoperative scrotal 
hematomata is aided by a scrotal compression 
bandage described by the author. Most complica- 
tions result from secondary infection. Loss of the 
testicle causes greatest anxiety. A careful follow-up 
in a rather limited series of cases indicated that 
sterility is less frequent in the bilaterally involved 
organs subjected to epididymotomy. 

Joun G. CHEETHAM, M.D. 


MISCELLANEOUS 


Helmholz, H. F.: Abnormalities of the Urinary 
Tract. J. Am. M. Ass., 1927, Ixxxix, 1932. 


The author desires not merely to list a series of 
congenital anomalies of the urinary tract in child- 
hood, but to emphasize that such anomalies are 
probably often present in apparently normal in- 
fants and children seen by the pediatrist. They can 
be detected by careful questioning with regard to 
urinary functions and symptoms, careful examina- 
tion of renal and vesical areas, and the subjecting 
of patients with chronic pyelitis that cannot be 
cured in a relatively short period of intensive treat- 
ment to a complete urological examination. Only 
thus can they be recognized before the entire renal 
parenchyma is destroyed as the result of continued 
urinary back-pressure and infection. 














CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Todd, T. W., and Iler, D. H.: The Phenomena of 
Early Stages in Bone Repair. Ann. Surg., 1927, 
Ixxxvi, 715. 


In their studies of the phenomena of bone repair, 
the authors attempted to answer the following ques- 
tions: What are the essential principles common to 
bone repair in different sites? Do all parts of the 
fractured surfaces and their immediately adjoining 
bone take part equally in the repair? What is the 
time relationship of the occurrence of the several 
phenomena of bone repair? Does the time relation- 
ship vary with the site or with the mammal? What 
modifications in the structure of repair are entailed 
by the type of fracture? What evidence is there of 
the site of origin of the definitive callus? 

They first cite the findings of Sullivan, Bast, and 
Geist, who studied the histological changes involved 
in bone repair in rabbits following saw cuts of the 
upper tibia. The findings of these investigators 
were as follows: 

On the first day, sections showed clotted blood 
filling the cut with giant cells about the bone splint- 
ers produced by the sawing. The cambium layer on 
each side of the cut was thickened by proliferation of 
its cells. The fibrous periosteum was cedematous. 
No endosteal change was apparent. 

On the second day, masses of fibroblasts began to 
organize the clot. The cambium layer was thickened 
on each side of the cut for a distance of from one- 
eighth to one-fourth of the bone circumference. Pro- 
liferative changes began to appear in the endosteum. 

On the fourth day, new bone was present as denta- 
tions under the cambium layer and as long slender 
coalescing spicules extending into the marrow cavity. 

On the fifth day, cartilage surrounded by fibro- 
blasts appeared external to the cambium layer. Ab- 
sorption of bone began beneath the external callus 
which itself appeared more cancellous than before. 

On the sixth day, internal callus completely 
bridged the cut and extended into it. 

On the seventh day, the external callus was ex- 
tending into the then more advanced erosions of the 
cortical bone. 

On the eighth day, this union of the external callus 
with the eroded cortical bone became more intimate 
and the internal callus showed signs of dissolution. 

On the ninth day, the external callus also had 
entered the cut and many osteoclasts were visible 
in both the external and the internal callus. 

On the tenth day, the external and internal callus 
had joined within the cut. 

On the twelfth day, the definitive callus had be- 
come cancellous, the external and internal callus 
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were reduced in amount, and more advanced ab- 
sorption of the old bone was visible on the surface of 
the old cut. 

On the fifteenth day, new bone completely filled 
the cut. There was transformation of the new bone 
by a process which did not require the presence of 
osteoclasts, and embryonic fibroblasts lay over the 
external callus parallel with the bone surface, in- 
dicating the direction of future periosteal fibers. 

On the sixteenth day, erosion was still marked in 
the old bone surfaces and the external callus was 
much reduced. A line of osteoclasts was observable 
under the cambium layer. 

On the seventeenth and eighteenth days, this ex- 
cavation of old bone continued and the erosions were 
rapidly filling with new bone. The new bone was 
taking the form of haversian systems. 

On the twenty-first day, the external callus was 
entirely removed and even the bone plate in the cut 
was reduced in thickness. 

On the twenty-fourth day, the internal callus had 
almost entirely disappeared. 

From these findings and those of their own in- 
vestigations, the latter including a study of the 
skeletal material found in the Hamann Museum of 
Western Reserve University, the authors draw the 
following conclusions: 

The two processes going on side by side in frac- 
tures without mobility of the fragments are erosion 
and proliferation. Callus begins to appear on the 
fourth day and erosion is apparent by the fifth. In 
normal, actively growing bone there is an essential 
exaggerated vascularity in response to the increased 
demand on the part of the bone for more than ordi- 
nary nourishment. This phase is compensatory 
rather than causal. 

It is obvious that osteoclasts are not absolutely 
essential for absorption since erosion is found in 
their comparative or even total absence. 

Failure of the phenomena of bone repair to develop 
is related to the patient’s age. 

When periosteum is elevated from bone adjacent 
to a fracture, the bone often suffers a reduction in its 
vitality, shows no erosion, and takes no active part 
in repair. Such bone is not dead but ultimately be- 
comes incorporated in the new structural bone. 

Free movement of fragments does not inhibit the 
normal repair process, but if fractured ends of low 
vitality rub against each other—and bone fragments 
cannot rub against each other without reduction of 
their vitality—friction facets similar to the occlusal 
and interproximal facets of teeth are speedily formed. 
Such facets develop within two weeks after fracture 
and are usually described as polished or eburnated 
areas. They are found most often in rib fractures, 
but may appear in fractures of the long bones. 
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Endosteum or cancellous tissue is of great im- 
portance in bone repair. As compared with endos- 
teum and the cambium layer, compact tissue takes 
but little part in the formation of new bone; it acts 
as a scaffolding upon which the new bone is laid 
down. 

Bone repair is quickest where cancellous tissue is 
relatively most abundant and mobility is slight or 
absent, as in the vertebrz and in fissured and green- 
stick fractures, repair is quickest. 

Antuony F. Sava, M.D. 


Keith, Sir A.: Concerning the Origin and Nature of 
Osteoblasts. Proc. Roy. Soc. Med., Lond., 1927, 
XXi, 301. 

Keith describes three specimens showing the 
formation of true bone in laparotomy wounds of the 
epigastric region. A review of the literature demon- 
strated that in thirty-four out of thirty-six cases, 
such bone formation occurred in laparotomy wounds 
made in or near the supra-umbilical part of the linea 
alba. The museum of the Royal College of Surgeons 
contains specimens of heterotopic bone formation in 
organs and parts having no direct connection with 
the skeletal system. An attempt is made to explain 
such bone formation on the basis of the traditional 
conception of bone growth—that it is the work of a 
specialized cell normally confined to the skeletal 
system. 

The conclusion is drawn that the heterotopic 
formation of bone cannot be explained unless it be 
accepted, as advocated by Leriche, that, in certain 
states, cells of tissues other than the skeletal tissues 
can become osteoblastic in nature and action—a 
view supported by the results of many recent ex- 
perimental investigations. The view advocated in 
this article is that ‘‘new” osteoblasts arise from the 
capillary system—especially from buds thrown out 
by that system when a neighboring substance or 
body is to be absorbed. Keith reviews certain 
necessary conditions, but admits that a full and 
satisfactory explanation of the more frequent occur- 
rence of heterotopic bone formation in supra-umbili- 
cal scars as compared with scars in other parts of 
the abdomen has not yet been reached. 

H. EARLE ConweE Lt, M.D. 


Pick, L.: The Anatomico-Roentgenological Dif- 
ferential Diagnosis of Syphilis and Fibrous 
Dystrophy of the Long Bones (Zur anatomisch- 
roentgenologischen Differentialdiagnose der Syphilis 
und fibroesen Dystrophie der Roehrenknochen). 
Zentralbl. f. Chir., 1927, liv, 2309. 

Of the luetic diseases of the long bones, the 
diffuse hyperostotic form must be differentiated 
from fibrous osteodystrophy (Paget’s disease, 
osteitis fibrosa). This condition occurs in acquired 
and late congenital lues and, like osseous syphilis in 
general, attacks most frequently the tibia, radius, 
and ulna. The involved bones are considerably 
thickened, partly sclerotic, partly porotic, and have 
a soft, uneven surface. The medullary cavity is more 


or less filled by a spongy new-growth. The peri- 
osteum is always involved, sometimes more than 
the bone. 

Fibrous osteodystrophy has no relation to diffuse 
hyperostotic bone syphilis and is not, as is some- 
times assumed, a manifestation of late hereditary 
syphilis or a parasyphilitic disease. Each of these 
conditions has a distinct histological course, end- 
result, and roentgen picture. Luetic osteitis and 
hyperostotic osteomyelitis are characterized by a 
change of the marrow into granulation tissue which 
provides for resorption and new formation of bone. 
In fibrous osteodystrophy, the marrow is changed 
into fibrous tissue, resorption of bone occurs through 
the action of giant cells, and new bone is formed as 
osteoid tissue. 

Another difference is the nature of the involve- 
ment of the periosteum. In fibrous osteodystrophy, 
the bone changes, so far as the periosteum is con- 
cerned, occur in one stage. 

A third difference is the change in the marrow 
cavity. In fibrous osteodystrophy, this cavity is 
filled with fatty or red marrow, while in the !luetic 
condition it is more or less replaced by newly 
formed spongy bone. 

A fourth difference is that in the luetic disease, 
the increase in the length of the bone is a result of 
inflammatory stimulation of the epiphyseal cartilage 
and bending is the result of the elongation. In 
fibrous osteodystrophy, the increase in length is the 
result of total internal overproductive change in 
structure. 

These pathologico-anatomical differences may be 
seen distinctly in the roentgen picture. Therefore a 
roentgen examination is of special value when other 
clinical aids, such as the history and the Wasser- 
mann test, are doubtful. Hirscu (Z). 


Hirsch, E. F., and Ryerson, E. W.: Metastases of 
the Bone in Primary Carcinoma of the Lung: 
A Review of So-Called Endotheliomata of the 
Bones. Arch. Surg., 1928, xvi, 1. 


Metastases to bones occur in a large number of 
cases of primary carcinoma of the lungs, and in 
some cases the symptoms caused by the bone tumors 
dominate the clinical picture. 

The authors report the clinical course and autopsy 
findings in four cases in which the bone metastases 
caused the chief symptoms. In two, the secondary 
tumors removed surgically during life had been 
diagnosed as primary endotheliomata of the bone. 
In one case, that of a boy who was six years of age 
when he died, a diagnosis of metastatic carcinoma of 
the left tibia was made a year before death, but at 
that time a careful physical examination failed to 
disclose the primary tumor. 

An analysis of the reports of so-called endothelio- 
mata of bones demonstrates that many of these re- 
ports are based on a study of tissues removed 
surgically in cases in which an autopsy was not per- 
formed later or was not done with sufficient care to 
reveal a primary carcinoma of the lungs. 
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Metastatic carcinomata of the bones are easily 


confused with other bone tumors. Therefore a 
diagnosis of endothelioma of bones in surgically re- 
moved tissues containing cells resembling epithelial 
cells in the alveoli and tubules should be checked by 
a thorough postmortem examination in which all 
parts of the body are carefully examined. 

H. EarLte ConweE Lt, M.D. 


Walmsley, T.: The Articular Mechanism of the 
Diarthroses. J. Bone & Joint Surg., 1928, x, 40. 


Diarthroses serve two functions—weight trans- 
mission and movement. The first is secured by the 
articular mechanisms, the second by the muscles. 
By the articular mechanisms, diarthroses are 
functionally transformed into synarthroses and 
transmit weight without active contraction of the 
muscles. 

At the hip, flexion is limited by extra-articular 
factors, but extension is definitely limited by two 
articular mechanisms. As the capsule is twisted and 
shortened, it forces the head into the acetabulum 
like a screw until, at 15 degrees of hyperextension, 
the surfaces are congruent and the joint is locked. 
The head and acetabulum are not spherical, but so 
shaped that their surfaces can be congruent only in 
hyperextension. W. P. Biount, M.D. 


Smith, R.: The Relation of the Surgical Pathology 
of the Right Lower eae to Arthritis. J. 
Bone & Joint Surg., 1928, x 

Taylor, R. G.: Surgical Ledeos of the Right Lower 
Quadrant Demonstrated in Patients with 
Chronic Deforming Arthritis by X-Ray Opaque- 
Meal Examinations. J. Bone & Joini Surg., 
1928, x, 62. 

SMitH discusses particularly the relation of cecal 
stasis to polyarthritis. 

Clinical evidence indicates that chronic poly- 
arthritis is due to the absorption of bacterial toxins 
or toxic metabolic end-products due to an un- 
balanced ileocecal flora dependent upon ileocecal 
stasis and an occasional shower of bacteria from the 
same source. In the presence of a mechanical block 
of the cecum, it is almost impossible to change the 
flora to normal, but after removal of the block, the 
same dietary treatment which failed to influence 
either the flora or the symptoms before the operation 
will result in cessation of the pain, stiffness, and 
contraction due to the arthritis. In Smith’s cases the 
following examination and treatment are given: 

1. The ordinary sources of focal infection, such 
as the teeth, tonsils, sinuses, and pelvis, are investi- 
gated and, if necessary, cleaned up. 

2. An X-ray examination is made of the gastro- 
intestinal tract to determine its mobility and 
motility, special attention being paid to the ileo- 
cecal coil. 

3. A balanced diet is given for forty-eight hours 
in order to obtain a standard for comparison, and on 
the morning of the third day a stool smear is ob- 
tained from a freshly collected specimen. 
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4. If the stool examination shows unbalance and 
the X-ray reveals:no gross pathological condition, 
the patient is placed on a medical regimen designed 
to restore the normal intestinal flora. 

5. In cases with distinct cecal block and pro- 
longed cecal stasis, the medical treatment is pre- 
ceded by operation. 

After the stools have become normal and the 
joints cold, any type of operation or manipulation 
can be performed on the joints without causing a 
reaction. 

TAYLOR states that in roentgen studies of the 
gastro-intestinal tract in cases of chronic deforming 
arthritis he has found the best procedure to be the 
use of the single meal followed by immediate ob- 
servation and observations at six, nine, eleven, and 
twenty-four hours and every twenty-four hours 
thereafter until no further information is obtained. 
In some cases, these observations should be followed 
by an enema, and in the majority, a dye study of 
the gall bladder is advisable. 

The best evidence of obstructive lesions in the 
ascending colon, ileum, and cecum and of the mo- 
tility and mobility of these portions of the intestinal 
tract is obtained at the nine-hour observation. The 
only satisfactory way to demonstrate such lesions is 
to examine the patient under the fluoroscope in the 
standing position. The most important factor re- 
sponsible for stasis is a twist in the ascending colon. 
When the cecum is dropped into the pelvis in the 
standing position, a rather characteristic crook or 
kink appears, usually just above the ileocecal level 
and at the lower border of the membranous attach- 
ment. At this level and distal to it, there is definite 
thinning of the barium shadow due to narrowing of 
the bowel by torsion. Subsequent twenty-four- 
hour observations are important in demonstrating 
the delay in emptying. Norman C. Buttock, M.D. 


Thomas, B. A.: Gonorrheeal Arthritis. J. Am. M. 
Ass., 1927, Ixxxix, 2174. 


The incidence of arthritis as a metastatic com- 
plication of gonorrhoea has never been high, aver- 
aging only from 2 to 3 per cent. Males are far more 
frequently affected than females. In the vulvova- 
ginitis of children and in gonorrhoea and ophthalmia 
neonatorum, joint involvement is rare. 

Not infrequently, the joint condition is precipi- 
tated by trauma applied directly to the joint or in 
the form of ill advised or careless urethral instru- 
mentation or treatment, excessive activity, or sexual 
excitement during the acute stage of the urethritis. 
The arthritic symptoms in the acute stage of a gono- 
coccic infection usually manifest themselves during 
the second or third week, but joint involvement 
may supervene at any time in the acute or chronic 
course of the disease or the complications it pro- 
duces in the urethra or the uterine adnexa. 

It must be conceded that the arthritic manifesta- 
tions of gonorrhoea are the metastatic exponents of 
a blood-borne infection. There are, assuredly, many 
instances in which the joint fluid is found to be 
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sterile—a toxic, in contradistinction to a bacterial, 
synovitis—and in which the bacteria, localizing in 
the epiphyses of the bones, cartilages, or synovial 
membranes, evoke a serous effusion into the synovial 
sac of the joint by the inflammatory reaction they 
produce. In other cases, depending upon such fac- 
tors as the virulence of the infection and the vital 
resistance of the patient, bacterial invasion of the 
joint occurs practically at the onset of the involve- 
ment. 

In the author’s experience, gonorrhceal arthritis 
has been polyarticular in 58 per cent of the cases and 
monarticular in 42 per cent, of the cases. In de- 
scending order of the frequency of their involvement 
the joints attacked were the knee, ankle, hip, wrist, 
shoulder, phalangeal joints, elbow, metatarsopha- 
langeal joints, spine, metacarpophalangeal joints, 
sacro-iliac articulation, temporomaxillary articula- 
tion, and sternoclavicular articulation. 

Clinically, the various pathological types are 
divided into acute and chronic groups and treated 
accordingly. 

The symptoms of gonorrhceal arthritis in its acute 
and chronic forms do not differ materially from those 
of arthritis due to other infections. The gonococcus 
may cause a suppurative inflammation, and, in the 
male, metastatic joint involvement may arise from 
mixed pyogenic postgonorrhceal foci lurking in the 
seminal vesicles or prostate gland. 

The diagnosis of the gonococcic origin of a syno- 
vitis or arthritis occurring in the second or third week 
of acute gonorrhoea does not offer any difficulties, 
the discovery of gonococci in the genito-urinary 
tract or its appendages being almost conclusive and 
the presence of gonococci in the aspirated fluid of the 
suspected joint being pathognomonic. The tendency 
toward rapid polyarticular involvement of the larger 
joints is also characteristic. 

Acute gonorrhceal arthritis must be differentiated 
from acute rheumatic fever. The latter is prone to 
be more migratory than gonococcic infection and 
threatens to involve all of the joints, but the first 
joints to be affected tend to become free from symp- 
toms as the last ones are involved, whereas in gon- 
orrhceal arthritis, the symptoms persist in the first 
joint affected. In rheumatic. fever, the joint symp- 
toms are more acute, the temperature is higher, and 
sweating and prostration are more marked. How- 
ever, chills and sweats may occur also in gonorrhceal 
arthritis if the inflammation becomes purulent. 

The prognosis in gonorrheeal arthritis should al- 
ways be guarded. It is directly dependent upon the 
promptness of the treatment and is better in the 
acute than in the chronic form of the disease. 

The treatment of gonorrheeal arthritis embraces 
not only the management of the joint, but also the 
local urethral or adnexal foci of infection plus the 
systemic invasion which not infrequently co-exists. 

Absolute rest of the affected ioint for a week or 
two is obligatory and may save the patient weeks 
or years of disability. Caution must be exercised, 
however, not to immobilize the joint too long. 





Antigonococcus serum should be given intrave- 
nously or subcutaneously, or ortho-iodoxybenzoic 
acid administered intravenously, as soon as possible, 
the former being repeated in increasing doses every 
other day for three or four injections, and the latter 
repeated twice weekly for three or four weeks. 

The author’s experience with mercurochrome, cal- 
cium chloride, and Pregl’s iodine has not convinced 
him of the reputed value of these chemicals. In two 
cases, the use of Pregl’s iodine was followed* by an 
obliterative phlebitis. 

When the pain is severe, 4 c.cm. of a 25 per cent 
solution of sodium salicylate and from 15 to 30 gr. 
(1 to 2 gm.) of sodium iodide will often give great 
relief. 

In rare cases of purulent effusions, arthrotomy 
may be necessary, but as a rule, aspiration and re- 
injection of the joint (only if the fluid is purulent) 
with the specific antiserum or from 5 to 20 c.cm. of a 
solution of formaldehyde and 2 per cent glycerin, 
repeated if necessary, will be sufficient. 

In all cases, local genito-urinary treatment con- 
sisting of irrigations; prostatic massage; and medica- 
tion of the seminal vesicles, preferably by vaso- 
puncture or, if there are abscesses, drainage of the 
seminal vesicles and the prostate by perineal opera- 
tion should be done as soon as expedient. 

Hyperemia by Bier’s method or induced by super- 
heated air or by electricity on the subsidence of the 
acute swelling, followed by passive and active motion 
is very beneficial. H. EarLe Conwe Lt, M.D. 


Fisher, A. L.: Some Considerations of Second-Type 
Arthritis as Exemplified in the Shoulder Joint. 
J. Bone & Joint Surg., 1928, x, 46. 

Fisher calls attention to the fact that Kofoid 
believes he has demonstrated amcebe in the localized 
areas of the second type of arthritis (osteo-arthritis) ; 
that in about 60 per cent of cases of arthritis seen in 
California the stools shown amoebic infestation; and 
that in numerous cases the oral administration of 
emetin has been followed by remission of the 
symptoms. These observations suggest an etiological 
relationship between entamcebe and the second 
type of arthritis. W. P. Biount, M.D. 


Lowman, C. LeR.: Continuous Traction in the 
Treatment of Spinal Conditions, Notably 
Scoliosis. J. Bone & Joint Surg., 1928, x, 114. 


In the treatment of scoliosis by continuous 
traction as described by Lowman, a very ingenious 
method is employed for the correction of spinal 
rotation. With traction applied to the head and 
pelvis in the usual manner, the body is encircled by 
wide bands of canvas under traction which pass 
over large spools on a gas pipe extending from the 
head to the foot of the bed. These bands are so 
placed that they tend to derotate the rotation by 
their pull. The purpose of the spools on the gas pipe 
is to keep the lateral pulls constant. 

In Lowman’s opinion, continuous traction will 
accomplish as much in from four to eight weeks as 
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is accomplished by the plaster treatment in six 
months. The former method is of advantage also 
from the standpoints of rest and improved hygiene. 

After the maximum degree of improvement has 
been obtained, as shown by the X-ray, a spinal 
fusion is done. If the deformity will not permit com- 
plete closure, fusion is done only on the concave 
side of the curve, the concavity being bridged by 
a tibial graft. Paut C. Cotonna, M.D. 


Rollier, A.: Heliotherapy in Hip-Joint Tuber- 
culosis. Surg., Gynec. & Obst., 1928, xlvi, 95. 


Rollier states that the cures of tuberculosis 
obtainable by heliotherapy are distinguished by 
three principal characteristics: a splendid general 
condition, development of the musculature, and 
frequently the return of function in diseased joints. 

He advocates insolation of the total surface of the 
integuments because he is of the opinion that the 
skin is not only an organ of protection but also a 
very important organ of defense and is able to sub- 
serve its physiological functions only when it is 
placed in direct contact with its natural milieu, air 
and sun. Not only does the skin play a leading réle 
in the general metabolism, but it secretes per day 
more than 1 liter of sweat containing sebaceous 
matter and various toxic substances; it is the most 
important source of immune bodies; and it is 
probably also the most important endocrine organ. 

The action of the sun is first of all general, being 
manifested in the skin, the musculature, the blood, 
the endocrine organs, and the skeleton. 

When exposed to the air and sun, the skin becomes 
toned up and pigmented and regains its physio- 
logical function. When pigmented and physiologi- 
cally adapted to heat and cold, it resists the pene- 
tration of germs. The cicatrization of wounds is thus 
favored. The pigment serves as a protection against 
over-irritation by the ultraviolet rays and as a 
regulator of the heat from the sunlight. In addition, 
as Rollier’s experience indicates, it acts as a kind 
of accumulator of dynamic forces, the patient’s 
resistance being generally proportionate to his 
pigmentation. There is increasing evidence that the 
skin receives, furnishes, and activates the elements 
essential for the metabolism of hormones and 
vitamines and that the majority of the avitaminic 
conditions are due simply to lack of sunlight. 

The action of the sun on the musculature is very 
remarkable. By dilating the skin capillaries, it 
causes a flow of blood from the depths toward the 
surface, thus acting as the most perfect massage. 
The building up of the muscles under the influence 
of the sun may be attributed doubtless to this more 
active circulation and also to the continuous reflex 
tonic action on the muscular fiber arising from the 
vibratory shock of the radiations on the mesh of 
sensitive nerve endings in the skin. By restoring the 
natural tone to the muscles and ligaments, the sun 
cure re-establishes the normal balance of this lever 
mechanism and thus, by an eminently physiological 
process, brings about the return of articular function. 
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While the general action of heliotherapy can 
restore to the body undermined by tuberculosis a 
normal physiological function and a symmetrical 
harmony, its local action is of equal importance in 
the treatment of tuberculosis of the bones, particu- 
larly of the hip. However, a rigorous dosage and 
strict technique are prime essentials. Rollier has 
established certain principles of posology which are 
applicable to all cases. The dosage must be so 
graduated that the reactions are never of harmful 
intensity. 

When a patient with hip disease arrives at the 
Rollier clinic, all plaster apparatus is immediately 
removed. After a few days of repose and acclimat- 
ization, immobilization and extension are begun. In 
some cases, extension must be applied immediately 
after the removal of the plaster to combat the pain 
and a tendency toward dislocation. The patient 
remains at first in his room with the windows open, 
where he accustoms himself gradually to the 
altitude. Then, if he shows no general reaction 
attributable to climatic conditions (e.g., a rapid 
pulse, a subfebrile temperature, nervous irritability, 
etc.), his bed is rolled out on a balcony to accustom 
him to the open air. After a period of time depending 
upon the observations of the doctor (general re- 
sistance of the patient, the state of his organs, the 
presence or absence of secondary infection, eleva- 
tion of temperature, etc.) the sun-cure proper is 
begun. 

The first exposure to the sun is very brief. On the 
first day the feet are exposed three times for a period 
of five minutes each with a half-hour interval be- 
tween the exposures. On the second day, the feet 
are exposed for three periods of ten minutes each 
and the legs up to the knees are exposed for three 
periods of five minutes each. On the following day, 
the feet are exposed three times for fifteen minutes, 
the legs up to the knees are exposed three times for 
ten minutes, and the legs up to the hips are exposed 
three times for five minutes. On the fourth day the 
abdomen is exposed to the sun, and on the fifth day 
the thorax is exposed, a damp cloth protecting the 
precordial region. The upper regions of the body 
are exposed with great care. During this time the 
condition of the patient, his temperature and pulse, 
and particularly the local reactions are carefully 
observed, and at the least sign of intolerance the 
periods of insolation are shortened or suspended for 
a while. 

To obtain a cure of hip disease with correction of 
the orthopedic deformity, rational orthopedics must 
be employed in addition to heliotherapy. Rollier 
has abandoned the use of the closed plaster appa- 
ratus. From the beginning of his work he has con- 
sidered the wearing of such apparatus contrary to 
true physiology and orthopedics. He has therefore 
replaced the fixed plaster shell by orthopedic 
appliances of great simplicity which allow free 
access of the sun to the diseased regions, thereby 
aiding the local defense without hampering the 
general treatment. 
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For the orthopedic treatment of hip disease, as 
for that of Pott’s disease, a correct arrangement of 
the bed is essential. The mattress should be flat and 
of hard material which will not form hollows under 
the pressure of the body. A soft mattress into which 
the body sinks prevents the normal evaporation of 
sweat, favors maceration of the skin and the forma- 
tion of bed sores, and may cause a faulty position. 

In Rollier’s clinic, the beds are of metal with an 
under-frame of steel plates. They are fitted with 
wheels so that they may be rolled onto the gallery, 
and are sufficiently high to facilitate the careful 
control of the position of the pelvis and the extension 
apparatus and at the same time permit free exposure 
to the sun. A millet-seed cushion is placed on the 
hard mattress to raise the pelvis. This raised posi- 
tion, while steadying the pelvis, facilitates perfect 
exposure of the coxofemoral region to the sun and 
aids in the prevention of flexion and adduction 
deformities or their correction if they were already 
present when the patient arrived at the clinic. 
Continuous extension of the leg on the diseased side 
is an absolute rule of treatment. Its object is to hold 
the articular surfaces apart by axial traction in 
order to prevent friction and adhesion with contact 
contamination of the opposing surface. The sep- 
aration of the articular surfaces also increases the 
analgesic action of the sun. In order to avoid dis- 
tention of the knee joint, the extension should pull 
from the thigh. 

Because of his conviction that rigorous and com- 
plete immobilization is an error prejudicial to the 
organic defenses, Rollier seeks by means of a progres- 
sive course of strictly individualized manual work, 
to develop the specific resistance of the patient along 
with his general resistance. 

As soon as the clinical and roentgenological con- 
dition of the hip joint permits moderate mobilization 
without fear of accident, the patient is placed in the 
ventral position for a part of the sunbath. A wedge- 
shaped cushion is placed under the thorax, and 
another cushion is placed under the feet to prevent 
excessive traction on the toes. The ventral position 
does not exclude the maintenance of extension and 
has the great advantage of allowing exposure of the 
entire body and particularly of the thigh regions, 
and thus helping the development of the muscula- 
ture. Often a true muscular regeneration is the 
result. The quadriceps, which is so often degenerated 
to mere strips, and the gluteal mass, which is com- 
pletely flattened out, inelastic, and bereft of power, 
regain a form and size approaching the normal. 

As the circulation becomes more active and in- 
tense under the action of the sun and as the integ- 
uments begin again to participate in the circle of 
local metabolism, the muscles recover their tone 
and elasticity and contribute to the return of ar- 
ticular function. The return of function is always 
spontaneous. Rollier never allows active or passive 
movements of the joint. 

The beginnings of movements are seen during 
treatment and develop pari passu with the progress 


of cure, but the patient is allowed to try occasional 
flexion movements only after the X-ray has demon- 
strated cicatrization of the bone. These movements 
improve the circulation and strengthen the muscles, 
and their daily repetition helps to restore the mo- 
bility of the joint insofar as the anatomical condi- 
tion permits. 

The treatment of hip disease by heliotherapy is 
most successful when the lesion is a closed one. In 
the presence of a cold abscess, Rollier is in no hurry 
to aspirate. He waits as long as possible., i-e., as 
long as the abscess does not threaten to open 
spontaneously. Aspiration is done only when the 
skin is thinned by the abscess. Rollier attaches im- 
portance to cold abscesses because, on account of 
their content in immune bodies, they contribute a 
valuable immunizing factor to the defense of the 
organism. Aspiration should be carried out at a 
distance and repeated if necessary to prevent spon- 
taneous opening. The complication of mixed in- 
fection completely reverses the favorable prognosis 
of closed hip disease. Rollier therefore insists on 
conservative treatment of this localization in order 
that the closed tuberculous lesion may not be 
transformed into an open one. 

In fistulous hip disease, good drainage is essential. 
If the track is well drained, the sinuses will dry up 
as the general condition improves. 

In describing the processes of bone repair, Rollier 
states that he commonly sees tuberculous cases in 
full activity with the acetabulum, the femoral head, 
and even the neck of the femur showing the signs of 
extensive melting represented in the film by the well- 
known fog which obliterates the contours of the 
joints. In this chaos, a new head gradually appears, 
the outlines of which, at first confused and cloudy, 
become gradually more precise and regular. The 
demarcation zone then becomes clearer, and the 
decalcified regions become the sites of intense 
recalcification. 

In cases in which the femoral head has burst 
through the caseating floor of the acetabulum, the 
X-ray films demonstrate reconstruction by stages. 
A strong partition of rough structure is first laid 
down. This becomes compact and regular, and 
there is formed a firm and delineated new articular 
cavity which allows a functional adaptation of the 
new femoral head. 

When once the bony cicatrization is complete 
clinically and roentgenologically, the period of 
training for the vertical position and for exercise 
begins. Prudent graduation with the usual pre- 
cautions is essential. in Rollier’s cases at this stage, 
elastic bandages are placed on the legs to pre- 
vent abrupt dilatation of the venous network, and 
orthopedic insoles are placed in the shoes to support 
the plantar arch and prevent flat-foot. When the 
patient begins to walk he is aided by the use of long 
sticks held at shoulder level so as to expand the 
chest. Crutches are not employed as they have a 
tendency to deform the spine. 

H. EarLe ConweE Lt, M.D. 
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Wakeley, C. P. G.: Fibrocystic Disease of the 
Femora. Proc. Roy. Soc. Med., Lond., 1927, 
xxi, 267. 

Wakeley reports a case of fibrocystic disease of the 
femora in a physician thirty-two years of age. The 
patient stated that at the age of ten years he sus- 
tained a fracture of the right femur at the juncture 
of the upper and middle thirds as the result of a 
slight trauma. Good union resulted in six weeks. 
Immediately thereafter he suffered a green-stick 
fracture of the left femur at the juncture of the 
upper and middle thirds as the result of throwing 
the weight of his body on the leg. Good union re- 
sulted in eight weeks but was associated with 
angular deformity. At the age of twelve years, the 
patient fractured the left femur in the same region. 
Good union resulted in eight weeks. At the age of 
fourteen years, he sustained a third fracture in the 
same region of the ieft femur. Good union resulted 
in ten weeks but with marked deformity. 

When the patient was seventeen years old the 
deformity of the left leg was increased and there 
was marked coxa vara of the right hip. The roent- 
genogram revealed in the left femur a cyst the size 
of a hen’s egg. An osteotomy was performed and the 
wall of the cyst scraped. The fluid in the cyst was 
of a dark color. No growth was obtained on culture. 

The following year, an osteotomy was performed 
on the right femur to correct the coxa vara, and the 
deformity of the left femur was also corrected. The 
bone was found to very soft. 

When the patient was twenty-five years of age he 
sustained another fracture in the same region of the 
left femur as the result of an accident. At the end 
of five months, union was poor, and the use of a 
weight-bearing caliper was necessary. 

When the patient was twenty-nine years of age, 
an osteotomy of the right femur was performed to 
correct the coxa vara which had recurred. Following 
this operation, a streptococcal osteomyelitis de- 
veloped, but cleared up in three months. 

At the present time there is a well-marked 
fibrocystic disease of the upper ends of the femora 
and the patient is obliged to wear a walking caliper 
splint on each leg and to use crutches. Following the 
last osteotomy, a culture made from streptococci 
recovered from the wound was injected. Thereafter 
some of the cysts appeared to clear up and consoli- 
date. Whether this was due to the vaccine or the 
protein shock the author is unable to say, but he 
believes it tends to confirm the theory that fibro- 
cystic disease is of inflammatory nature rather than 
a new bone-tumor formation. 

NorMAN C. Buttock, M.D. 


Moore, C. U.: Rickets of the Lower Extremities: 
Its Relation to Genu Valgum and Static Flat- 
Foot. J. Bone & Joint Surg., 1928, x, 96. 


Skeletal signs of rickets are most evident at times 
of rapid growth of the bones, that is, during the 
first two years of life and at puberty. These signs 
are craniotabes in the first six months, the rosary 


and Harrison’s groove in the first year, genu valgum 
or varum in the sécond year, and static flat-foot at 
puberty. 

In normal legs, the epiphyseal lines of the femur 
and tibia at the knee are parallel and-the knees and 
inner malleoli touch when the child stands with the 
feet parallel. When the knee is rachitic, the roent- 
genogram shows cupping or feathering of the 
epiphysis, thinning of the cortex, transverse lines of 
deposited -calcium in the diaphysis, and an epi- 
physeal line which is not at a right angle to the 
shaft. When the epiphyseal line is not at a right angle 
to the shaft, the knee goes inward or outward when 
weight is borne on the leg, depending upon the 
direction of the slope of the line. In such cases there 
is also abnormal lateral mobility. This is often the 
first sign of a rachitic leg. 

For the measurement of lateral mobility the 
author uses an arthrometer which holds the thigh 
and permits movement of the leg below the knee. 
When the knee is normal, the lateral movement as 
measured at the heel] does not exceed 3 cm. By means 
of records made with the arthrometer, the course 
of the deformity can be definitely shown without 
X-ray examination or other expensive procedures. 
In the case of the ankle, such measurements are 
more difficult and records must be made with 
roentgenograms. 

In cases of flat-foot, footprints do not always give 
a reliable idea of the functional condition. A simple 
test consists in having the child stand on the balls 
of the feet. If the scaphoid bone is not visible or 
palpable in this position but becomes prominent 
when the child comes down on the entire sole, func- 
tional flat-foot is present. 

It is commonly thought that children “ outgrow’ 
rachitic deformities, but examination of young 
adults shows that this is not true. Of the first 
million men examined for service in the Great War, 
the rachitic deformity of flat-foot was found in 177 
per 1,000, an incidence practically as high as that 
of all other diseases and deformities combined. 

There seems to be a hereditary factor in rachitis 
extending back sometimes three generations. In 
the experimental production of rachitis it usually 
takes three generations to produce the disease by 
diet. In the cases of children who show rachitic 
signs in spite of careful diet the parents were 
probably rachitic. 

Every effort should be made not only to maintain 
the child on an antirachitic diet, but also to provide 
heliotherapy and light clothing. More danger is 
associated with being over-clothed than with being 
under-clothed. Witiiam A. Crark, M.D. 


Henderson, M. S., and Fortin, H. J.: Tuberculosis 
of the Knee Joint in the Adult. J. Bone & Joint 
Surg., 1927, ix, 700. 

Two hundred and eleven cases of tuberculosis of 
the knee joint treated surgically are reviewed. The 
patient’s age at the onset of the condition and at 
operation and the relation of the lesion to tubercu- 
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losis in other parts of the body and to associated 
trauma are discussed. 

Tuberculosis of the knee joint is characterized by 
chronicity and remission without complete freedom 
from symptoms. The data to be obtained from 
roentgenograms vary with the stage of the con- 
dition; there is apparently no typical picture. In 
most of the cases reviewed both the synovia and 
bone were involved; in only a small percentage was 
the synovia involved alone. 

The operative technique is described in detail and 
illustrated by several drawings. A transverse skin 
incision exposing the knee joint is made and all of 
the synovia is excised. The amount of bone removed 
from the tibia and femur depends upon the angle of 
election. The bone surfaces are fixed together by 
two wire nails, and cancellous bone removed from 
the condyles of the femur is used as a graft in front 
and at the sides of the joint. 

On completion of the operation, a cast extending 
from the toes to the groin is applied. The leg is then 
suspended for three weeks, and at the end of that 
time the nails are removed. 

In most of the cases reviewed, firm union was 
obtained. Non-union occurred in g per cent. Ampu- 
tation was necessary in 2.5 per cent. Draining 
sinuses and pain in the knees were rare, and the 
general condition showed marked improvement. 
Of the 211 patients, 194 were traced. 


Kraske, H.: Elastic Treatment of Club-Foot 
(Elastiche Klumpfussbehandlung). Deutsche Ztschr. 
f. Chir., 1927, ccii, 499. 

The excellent results obtained by Mommsen in 
severe contractures by the prolonged application of 
slight force suggested to the author the use of the 
same principle in the treatment of club-foot. Elastic 
gradual reduction is far superior to forcible tearing 
of the ligaments, compression of the bones, severance 
of the soft parts, and similar procedures. Whereas 
elastic bandages were formerly used only to maintain 
reduction, Kraske employs them to obtain reduc- 
tion. He avoids all positions of over-correction. The 
aim of treatment should be gradual adaptation of the 
tissues, not tearing. 

Kraske treats club-foot in infants in the same 
way as untreated or recurrent club-foot in older 
children. In the cases of adults, nothing can be ex- 
pected from the elastic method. 

The treatment is begun with corrective move- 
ments executed with both hands, without apparatus. 
These movements are made for five or ten minutes 
two or three times a day. The position thereby ob- 
tained is fixed with adhesive plaster and elastic 
bandages. Padding is used to prevent compression 
wrinkles. In the cases of weak children, plaster may 
be applied for three or four days. In some cases no 
bandage is used, the treatment consisting entirely of 
manual reduction. This is the treatment for infants. 

In the cases of children over one or two years of 
age, constant elastic traction is applied as soon as 
possible. From a plaster cast of the foot a small 
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shoe is made by the celluloid-acetone method. This 
shoe fits perfectly and is padded with soft felt. It 
leaves the toes free and is open at the outer border 
A window is cut for the external malleolus and 
closed with laces. By means of this shoe it is possible 
to obtain a better hold on small feet, including the 
calcaneum. Elastic traction is applied to the shoe 
with the aid of hooks or eyelets. 

In the cases of small children, the pull is best 
obtained from the sides of a plaster bed. In the cases 
of children who are able to walk or to stand up, a 
boot is made by the method described, the foot por- 
tion being ‘attached to the leg portion by a hinge. 
On the outer side of this boot there are eyelets to 
which springs are attached. When the spring action 
is too slight because of limited space, a screw is used, 
correction of the deformity being obtained by 
gradually turning the screw. 

The increased time and expense of this method are 
more than justified by the good functional results. 
Even when the child’s parents are informed at the 
beginning that the treatment will take from one to 
three years, they gladly bring the child back because 
they know that a complete cure is possible without 
operation. This method is not a cure-all since in 
mild cases practically any method is good and in 
severe cases hardly any procedure is satisfactory, 
but as compared with. forcible procedures the 
superiority of the conservative treatment with 
slight continuous elastic traction cannot be too 
greatly emphasized. Z1PPER (Z). 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Massart and Gasne: Arthrodesis of the Wrist 
(L’arthrodese du poignet). Bull. et mém. Soc. d. 
chirurgiens de Par., 1927, xix, 489. 

Massart has found that the results of tendon 
transplantation at the wrist in cases of laxity of the 
joint are usually poor. Although the immediate 
results are excellent, the improvement is not long 
maintained. Arthrodesis is more apt to be success- 
ful. Massart discusses only the paralytic wrist due 
to radial paralysis. 

He states that there are two opinions as to the 
position of function of the wrist. Some claim, with 
Broca, that extension to 45 degrees is the most 
advantageous position. Others prefer to immobilize 
the hand straight from the forearm, believing that 
this position is best for the lumbrical and inter- 
osseous muscles. Massart prefers to immobilize the 
wrist at about 20 degrees of extension. 

The operation is performed through a horseshoe- 
shaped incision on the dorsum, the base of which is 
transverse and distal over the proximal ends of the 
metacarpals. A longitudinal incision is then made 
from either end of the transverse incision, proximally 
along the borders of the radius and ulna to above 
the styloid processes. Because of the necessity of 
protecting the flexor tendons, a volar approach is 
not favored. The extensor tendons may be easily 
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retracted because of their laxity; they should not be 
cut. The ligaments and periosteum at the dorsum 
are divided and dissected from the bones over the 
radio-carpal joint, with care not to destroy them. 

The sectioning of the bones is done with care. A 
chisel rather than a saw is used for this purpose. The 
radius is first sectioned at about the place of its 
previous epiphyseal cartilage. The ulna is sectioned 
after the removal of the triangular cartilage. In 
order to prevent ulnar deviation of the wrist, the 
section through the ulna is made to pass from above 
and laterally downward and medially. The navicu- 
lar, lunate, and triquetrum are then chiseled and 
some of the head of the capitate is removed with the 
navicular and lunate. 

The bone ends thus bared are placed in apposition, 
and the periosteum and ligaments which were care- 
fully saved at the beginning of the operation are 
sutured over the posterior surface. These sutures 
are very important in maintaining the bones in 
apposition, but to perfect the arthrodesis the exten- 
sor tendons are shortened by the method described 
by Mauclair, being drawn downward until the 
fingers are in extension and held while shortening 
sutures are introduced. 

The skin is then sutured carefully and the hand 
immobilized with an angle of 20 degrees of extension 
at the wrist. The cast applied extends from the 
middle of the forearm down over the palm and 
fingers. The tips of the fingers are left exposed. This 
cast is left on for fifty days without change of 
dressings or other attention. 

One case treated by Massart in this way is 
reported. 

GASNE, who read Massart’s paper, stated that in 
cases in which, because of the patient’s occupation, 
it is necessary to maintain some degree of mobility 
at the wrist, the use of an apparatus gives better 
results than arthrodesis, but when the patient is 
engaged in heavy manual labor, arthrodesis is the 
better procedure. 

PERAIRE called attention to the fact that club- 
hand and other deformities are often treated very 
successfully by musculctendinous transplants. 

Micwaet L. Mason, M.D. 


Gaenslen, F. J.: Sacro-Iliac Arthrodesis: Indica- 
tions, Author’s Technique and End-Results. 
J. Am. M. Ass., 1927, 1xxxix, 2031. 


In an earlier article, Gaenslen reported four cases 
of sacro-iliac fusion by anew method. In this article, 
he reviews five others. He states that in both tuber- 
culosis and persistent strain, fixation by appliance 
would be indicated if it could be done efficiently, but 
there is no form of brace or support that will take 
the place of surgical fixation. In tuberculosis of the 
sacro-iliac joint in adults, fixation is justified and 
indicated as soon as the diagnosis is made. In the 
treatment of sacro-iliac relaxation and strain, arthro- 
desis should be reserved for cases in which the con- 
dition is so painful or disabling as to render radical 
measures imperative. 
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Gaenslen describes the operative procedure, re- 
ports end-results obtained thereby, and calls atten- 
tion to a diagnostic maneuver which has proved 
most valuable in the differentiation between sacro- 
iliac and lumbosacral lesions and lesions of the right 
and left side. 

The diagnostic maneuver consists in hyperexten- 
sion of the hip with fixation of the pelvis and lumbar 
spine. The patient, lying supine, flexes the knee and 
hip of the same side acutely, crowding the thigh 
against the abdomen by clasping his hands about 
the flexed knee. This brings the lumbar spine firmly 
in contact with the table and fixes both the pelvis 
and the lumbar spine. The patient is then brought 
well to the side of the table, and the opposite thigh 
is slowly hyperextended by the examiner with grad- 
ually increasing force by pressure of the hand on the 
top of the knee. With the opposite hand, the ex- 
aminer assists the patient in fixing the lumbar spine 
and pelvis by pressure over the patient’s clasped 
hands. The hyperextension of the hip exerts a rota- 
ting force on the corresponding half of the, pelvis in 
the sagittal plane through the transverse axis of the 
sacro-iliac joint. The pull is made on the ilium 
through the Y ligament and the muscles attached to 
the anterior superior and anterior inferior spines. 
Asa result of the impairment of ligamentous support 
on the diseased side, this rotating force causes ab- 
normal mobility accompanied by pain, either local 
or referred, on the side of the lesion. 

In describing the technique for arthrodesis, Gaens- 
len states that the patient should lie in the semiprone 
position. In the cases of stout and shortwaisted per- 
sons, it is well to have the table raised in the center 
with the peak in the flank, as in kidney operations. 
This brings out the crest prominently. If the table 
is not so raised and the patient has large hips, the 
semiprone position produces a postural lumbar scoli- 
osis and a crowding of the iliac crest against the 
costal margin so that palpation even of the iliac crest 
may be difficult. Before preparation of the skin it is 
well to mark the location of the posterior superior 
and posterior inferior spines for proper placement of 
the skin incision. Especially in the cases of stout 
subjects, this procedure is distinctly superior to the 
location of landmarks by palpation of the sterilized 
and draped field. The posterior inferior spine usually 
is not palpable through the soft parts. It lies about 
14% in. below the posterior superior spine on a line 
connecting the latter point with the trochanter. 

The first incision is made along the posterior two- 
thirds of the iliac crest, curving around behind the 
posterior superior spine and ending over the posterior 
inferior spine of the ilium. This rather large incision, 
which extends through skin and subcutaneous fat 
to the deep fascia, is necessary to allow, in a later 
step, a proper reflection of the flap of bone and soft 
parts for the intra-articular work. The wound mar- 
gins should be freed and retracted so as to expose the 
crest to the posterior superior spine. 

An incision is then made over the posterior third 
of the crest and over the posterior superior spine, a 
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small margin of fascia and muscle being left on the 
outer lip of the crest to facilitate the fascial suture 
for closure. The posterior portion of the ilium is 
then split flatwise with a broad chisel to a depth of 
2% in. forward from the posterior superior spine, 
an inner and an outer leaf being formed. The outer 
leaf is the thicker. It is essential to have the plane of 
the joint and its relation to the normal bony land- 
marks well in mind. This will be especially apparent 
when the patient lies in the semiprone position on the 
table with sterile sheets covering all but the oper- 
ative area and rendering visualization of the ana- 
tomical relations difficult. The chisel set against the 
posterior superior spine should be held in a plane 
parallel with that of the posterior third of the ilium 
and should be directed forward and slightly outward 
in the direction of the anterior superior spine of the 
same side. The latter point can always be readily 
identified even through the sheets. In splitting the 
ilium, the chisel is first centered over the posterior 
superior spine in the direction indicated, the split 
thus started being widened both upward and down- 
ward sufficiently to divide the entire posterior third 
close down to the posterior inferior spine. 

Because of its curve, the ilium cannot be split to 
the required depth in one unbroken leaf. It is readily 
split to the depth of about 1% in. The outer leaf of 
bone, together with the attached gluteal muscles and 
overlying soft parts, is then reflected laterally as far 
as possible. The remaining portion of the posterior 
third is then splint farther with the chisel and also 
reflected out, the necessary working space for ex- 
posure of the sacro-iliac joint being thus obtained. 
There is no danger in going too deeply if the anterior 
superior spine is used as a landmark. 

The portion of the inner leaf overlying the joint is 
next attacked. As the sacro-iliac joint is roughly 
triangular, a triangular area of bone corresponding 
in size and location to the sacro-iliac joint is marked 
out on the inner or standing leaf of the ilium and re- 
moved. The guides for the marking out of the tri- 
angle are as follows: The base line, 2 in. long, ex- 
tends forward from the posterior inferior spine di- 
rectly toward the anterior superior spine. Another 
line, 1% in. long, is erected almost perpendicularly 
from the anterior end of the first cut toward a point 
on the crest joining the middle and posterior third. 
The resulting angle of this cut will be slightly less 
than a right angle. The two points are then joined 
by a third chisel cut. The resulting area lies within 
the actual joint area and outlines the latter fairly 
accurately. 

It is not necessary to remove this triangular area 
of bone in one piece. It is better, in fact, to remove 
it in small pieces with a gouge or curette, inspecting 
the bone and saving the healthy portions for filling 
in the defect later. A Petri dish is a convenient 
temporary receptacle for the fragments. When once 
the cartilaginous surface is identified in the center of 
the triangle, the entire joint is readily exposed. Ina 
joint with tuberculous disease, the opaque white 
cartilage partially loosened by granulation tissue is 


readily followed. In several of the author’s cases, 
practically the entire sacral cartilaginous area was 
removed in one piece. Of the contiguous cartilagi- 
nous layers, the layer covering the sacrum is much the 
thicker. The iliac portion of the cartilage is removed 
in fragments as the joint is uncovered with the chisel 
and curette. After eradication of the joint in the 
manner indicated, healthy bone chips removed dur- 
ing the course of the operation are packed very care- 
fully and firmly to fill the gap completely. The de- 
flected outer leaf of the ilium is brought into apposi- 
tion and held in place by a few interrupted sutures 
through the dorsolumbar fascia and muscle. The 
closure is completed by a subcutaneous catgut suture 
and a silk skin suture. 

In cases of tuberculosis, a plaster spica is worn for 
ten or twelve weeks and then a pelvic belt. In cases 
of relaxation, the period of plaster fixation may be 
considerably reduced. H. Earte Conwe 1, M.D. 


FRACTURES AND DISLOCATIONS 


Scudder, C. L.: The Operative Treatment of Frac- 
tures. J. Am. M. Ass., 1927, |xxxix, 1917. 

Bristow, W. R.: The Influence of War Surgery on 
the Treatment of Fractures in Great Britain. 
J. Am. M. Ass., 1927, \xxxix, 1920. 

Blake, J. A.: Traction and Suspension. J. Am. M. 
Ass., 1927, Ixxxix, 1924. 

Speed, K.: Fracture of the Shaft of the Femur. 
J. Am. M. Ass., 1927, 1xxxix, 1926. 


ScuDDER states that with the present improved 
technique of surgery, the indications for operative 
interference in the treatment of fractures are greatly 
increased and founded upon a sound and safe basis. 

Anatomical reposition of fractures is important 
because of the resultant better function and because 
of the legal importance of roentgenograms. Opera- 
tive fixation allows earlier movement and therefore 
earlier complete function. The indications for opera- 
tion are based upon good hospital facilities, skilled 
assistants, and a thorough knowledge by the surgeon 
of non-operative as well as operative treatment. 

Fractures may be classified into three groups: 

1. Those never operated upon, such as Colles’ 
fractures, clavicular fractures, and birth fractures. 

2. Those always operated upon, such as fractures 
with separation of the patella and olecranon; irre- 
ducible fractures of the femur; fracture of the head 
and neck of the radius with limitation of movement; 
certain spiral and oblique fractures of the leg; and 
fracture of the os calcis involving the astragalocal- 
caneal joint. 

3. The doubtful group, such as fractures of the 
humeral shaft above the middle and fractures of 
both bones of the forearm. 

Bristow states that, previous to the War, many 
principles underlying the successful treatment of 
fractures were not properly appreciated in England 
outside of the Liverpool School. The War taught the 
value of the Thomas splint, the importance of segre- 
gation of fracture cases, and the value of teamwork 
in fracture treatment. 

















In the early years of the War the treatment of 
compound fractures was attended by a high mor- 
tality because of lack of organization and equipment 
in the hospitals. This led to segregation of fractures 
and popularization of the Thomas splint. 

Bristow believes that every student should be 
thoroughly trained in the use of the Thomas splint, 
especially as an emergency splint. 

BLAKE summarizes the advantages of traction and 
suspension as follows: 

1. No reduction is necessary. 

2. No anesthesia is needed. 

3. The limb is open for physiotherapy, repair 
being thereby hastened. 

4. Movement in neighboring articulations is per- 
mitted. 

5. Traction has an efficient mobilization effect 
because of the confining action of the stretched 
muscles. 

Reduction should be obtained as soon as possible. 
Common mistakes in the treatment of fractures are 
the use of insufficient traction and delay of reduction 
for several days. 

Blake has been able to reduce nearly all diaphy- 
seal fractures of the femur and humerus by traction 
and suspension. In the few cases in which reduction 
by traction was prevented by the interposition of 
muscle, open reduction was done. 

SPEED states that the diagnosis of fracture of the 
femur should be made at the site of the accident 
and the treatment should be begun immediately. 
By early fixation, shock and tissue trauma are 
greatly reduced. Speed outlines recognized opera- 
tive and non-operative methods of treating fractures 
of the femur. Rapu Soto-Hatt, M.D. 


Moore, B. H.: The Mechanical Action of the 
Periosteum in Fresh Fractures. J. Bone & Joint 
Surg., 1928, x, 78. 

The periosteum of young bones has three layers— 
an outer layer of interlacing fibrous bundles, a 
middle or fibro-elastic layer, and an inner layer of 
fine connective tissue bundles—between which there 
are blood vessels and osteoclastic cells. In the 
periosteum of adult bone, the middle and inner 
layers are fused into one layer containing elastic 
tissue. 

The author’s studies of the action of the perios- 
teum in fractures were made on the leg bones of 
calves less than an hour after their removal from the 
living animal. The skin and tendons were removed, 
but the periosteum was left intact. The bones were 
fractured by impact. 

When the bone was fractured transversely, the 
periosteum on the side opposite the breaking force 
was always torn. The tear was transverse to the 
long axis of the bone and only slightly separated 
from the bone. Occasionally, a longitudinal tear 
occurred from the ends of the transverse tear. 

Reduction of an overriding deformity by hand 
with direct traction in the line of the long axis of the 
bone was very difficult. In fact, the greater the 














SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 419 


traction the tighter the ends became locked together 
in the deformed position. If the edges of the 
fracture on the side next to the intact periosteum 
were placed together by bending the bone with the 
fragments at an angle, the fracture could be reduced 
by simply straightening the bone. The periosteum 
then held the fragments like an elastic splint. 

Oblique fractures caused no tear or only a small 
longitudinal slit in the periosteum at either end of 
the fracture. The periosteum could be stripped 
from the bone along the line of the fracture. Because 
of the splint-like action of the periosteum, very little 
deformity occurred in this type of fracture. Shorten- 
ing of the bone of from \% to ™% in. was constant, and 
a pull of from 30 to 40 lb. applied directly to the bone 
was necessary to restore the original length. 

In determining the elasticity of the periosteum, 
experiments were made on a strip 6 in. long and 4 
in. wide. It was found that a pull of 6 lb. produced 
¥% in. of lengthening and a pull of 15 lb. produced 
¥% in. of lengthening. In the treatment of fractures, 
the pull is probably applied to a much shorter strip 
of periosteum and the limit of elasticity is reached 
much more quickly. 

The author concludes that in transverse fractures 
the elastic pull of the periosteum is an additional 
factor producing angular and overriding deformity. 
The periosteum tends to lock overriding fragments 
by its mechanical action under direct traction, and 
to cause angular deformity by its elastic action if 
the reduction is not anatomically perfect. When an 
anatomically perfect reduction is obtained, the 
elastic action of the periosteum tends to maintain 
it. Therefore, in the treatment of fractures, it is 
advisable to use manipulations which will take 
advantage of these properties of the periosteum. 

Norman C, Buttock, M.D. 


Dahl-Iversen, E.: The Frequency and Duration of 
Osteitic Processes After Osteosynthesis (274 
Cases), and a Follow-Up Study of 66 Cases of 
Fracture Treated by Operation (Ueber die 
Haeufigkeit und Dauer ostitischer Prozesse nach 
Osteosynthese (274 Faelle) mit Nachuntersuchung 
von 66 Faellen operativ behandelter Knochen- 
brueche). Hosp.-Tid., 1927, 1xx, 449, 459. 


The author gives a detailed statistical report on 
274 cases of osteosynthesis performed by different 
methods. Osteitic processes were present in from 15 
to 28 per cent of the uncomplicated fractures and 
50 per cent of those with complications. Pseudarthro- 
ses were present in from 3 to 4 per cent of the cases. 
The osteitic process became cured in the first four 
months after the removal of the foreign body in 53 
per cent of the cases, within a year in 80 per cent, 
and in from one to three years in 20 per cent. 

In the author’s opinion, the most favorable time 
for osteosynthesis is the first week after the occur- 
rence of the fracture. Prostheses which have re- 
mained in place for six months without causing com- 
plications may be permitted to remain since the 
occurrence of complications is not to be feared after 
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that length of time. A good end-result may be ex- 
pected in 85 per cent of the cases in which the 
prostheses do not cause complications. Luz (Z). 


Cotton, F. J.: The Technique in the Use of Grafts 
in Cases of Non-Union. J. Bone & Joint Surg., 
1928, xX, 94. 

Cotton has abandoned the use of the massive graft 
in cases of non-union because it does not offer enough 
bone surface for good regeneration. The center of 
the graft dies and only the surface forms new bone. 
To obtain as much surface as possible, he now 
employs chips from an autogenous graft obtained 
from a rib or near the spongy upper end of the 
tibia. The fragments at the site of non-union are 
freshened and then opened up by angulation to form 
a space for the graft chips. After the chips have been 
put in, the fragments are straightened again, the 
chips being squeezed between them. Over the sur- 
face, thin layers of bone with periosteum are laid. 

In the last five years this method has been followed 
by only three failures and its successful results have 
been so numerous that it is now employed by Cotton 
as a routine procedure. Writitam A, Crark, M.D. 


Milch, H.: Dislocation of the Head of the Radius: 
A Suggestion for a New Operative Procedure. 
J. Bone & Joint Surg., 1928, x, 89. 


The operation suggested in this article is analogous 
to the fascia-sling reconstruction of the ligament for 
the inferior radio-ulnar articulation described by 
the author in 1926. It is essentially a reconstruction 
of the orbicular ligament. 

The head of the radius is first exposed through an 
anterior incision just external to the biceps tendon. 
This incision gives access also to the coronoid proc- 
ess of the ulna. A small drill hole is made through 
this bone, the drill coming out posterior through the 
olecranon. Through the drill hole, a guide suture is 
passed from the posterior to the anterior incision. 

An external incision is then made to obtain 
access to the lateral edge of the olecranon and a 
drill hole is made also in this bone, the drill coming 
out at the posterior incision. A strip of fascia lata 
about 15 cm. long, 5 cm. wide in the center, and 
tapering abruptly toward each end is then cut and 
made to encircle the head of the radius. The an- 
terior end is tunneled under the muscles and 
anchored into the drill hole in the coronoid and the 
posterior end is brought to the drill hole in the ole- 
cranon. When thisstripis pulled tight, the head of the 
radius is firmly slung onto the lesser sigmoid of the 
ulna. The central wide portion of the fascia graft 
extends up to the condyle and serves to reconstruct 
the lateral ligament. WittiaM A. Crark, M.D. 


Putti, V.: Early Treatment of Congenital Disloca- 
tion of the Hip (Per la cura precoce della lussa- 
zione congenita dell’ anca). Arch. ital. di chir., 1927, 
XV1ll, 053. 

As a rule congenital dislocation of the hip is not 
treated until the child is about two years old. The 








treatment is delayed because of the belief that the 
anatomical and mechanical conditions for reduction 
are better after the second year of age, that a dislo- 
cation cannot be diagnosed before the child can 
walk, and that a cast cannot be applied before the 
child has learned cleanliness. 

The author is of the opinion the treatment should 
be given earlier while the parts are as plastic as pos- 
sible. He says that a dislocation can be suspected 
from slight asymmetry which the mother herself may 
note, and that when it is once suspected it can be 
confirmed by roentgen examination. During the 
first few months of life the parts are so plastic that 
the usual manipulations for reduction and the appli- 
cation of a plaster cast are unnecessary. Abduction 
of from 40 to 60 degrees is sufficient to bring the neck 
or the epiphyseal center, if it has developed, to the 
center of the acetabulum. If the limb is then kept 
in sufficient abduction, reduction will take place. 

To maintain such abduction, the child may be 
kept seated on a wedge-shaped cushion that spreads 
the legs sufficiently and is removed only when the 
child is cleansed. The author uses an adjustable 
apparatus which he has devised. He makes a roent- 
genogram of the hip every two months in order to 
determine the progress that is being made and 
whether any adjustment of the apparatus is neces- 
sary. He has employed this method in ten cases. In 
four of them a cure was obtained in from six to four- 
teen months. Roentgenograms of these cured cases 
are included in the article. The six other cases are 
still under treatment. Auprey G. Morcan, M.D. 


Moore, G. A.: A Flexed Plaster Spica Case for Hip 
Fractures. Ann. Surg., 1928, 1xxxvii, 111. 


A review of the literature shows that in the 
opinion of most surgeons the best treatment for 
medial fractures of the neck of the femur is the 
active closed method. Since his report in 1921 of 
forty-two cases in which the flexed spica was used, 
Moore has had continued success with this pro- 
cedure. 

Under spinal or general anesthesia, the hip is 
manipulated to separate the fragments. The lower 
extremity is then subjected to lateral and longitu- 
dinal traction and forcibly inverted. After the 
position has been verified with the X-ray, the knees 
and hips are flexed to a right angle. The internal 
rotation being maintained, the thighs are then 
abducted as far as possible and a single spica is 
applied from the nipple line to the toes with re- 
inforcement over the buttocks and in the groin. 

The patient is allowed to sit up on the second day. 
Flexion of the hip stretches the gluteus maximus 
and medius and forms a supporting hammock for 
the greater trochanter. W. P. Biount, M.D. 


Finzi, O.: Isolated Fracture of the Lesser Tro- 
chanter (Sulla frattura isolata del piccolo tro- 
cantere). Arch. ital. di chir., 1927, xviii, 669. 


To the twenty-three cases of isolated fracture of 
the lesser trochanter which have been reported in 
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the literature, the author adds a case of such a frac- 
ture in a man twenty-nine years of age. These frac- 
tures occur most commonly in adolescents, either 
because young persons are more addicted to gymnas- 
tic exercises than adults or because fusion of the 
lesser trochanter with the femur does not take place 
until about the eighteenth year of age. In old per- 
sons, such fractures may occur as the result of osteo- 
porosis from involution. 

In a few cases the fracture is caused by direct 
trauma, but in the majority it is due to: (1) more or 
less violent contraction of the iliopsoas muscle not 
accompanied by relaxation of the contracted antago- 
nistic muscles, or the reverse; (2) lack of co-ordina- 
tion of movements;. (3) a rapid defense contraction 
which does not give the nerve centers time to bring 
about relaxation of the antagonistic muscles; or (4) 
as in the author’s case, fatigue of such degree as to 
bring about a state of contracture of the antagonistic 
muscles so that the force of the two antagonists 
becomes greater than the resistance of the lesser 
trochanter. 

Generally only one fragment is broken off, but in 
some cases the fracture is of the comminuted type, 
the displacement of the fragments following the line 
of action of the iliopsoas muscle upward and a little 
forward and inward. 

The symptoms vary in intensity, but as a rule are 
sufficiently characteristic for a clinical diagnosis to 
be made with considerable certainty. However, the 
findings of the physical examination should be con- 
firmed by roentgen examination. The chief signs of 
the fracture are a lack of deformity with shortening 
of the limb and pain on pressure in the region of the 
iliopsoas muscle, Ludloff’s sign, Schuelein’s pain on 
extension of the limb, and a swelling which is mov- 
able on extension. 

In the treatment, the fragments should be re- 
placed following the line of action of the iliopsoas by 
placing the limb in flexion, external rotation, and 
slight abduction; massage and exercise are indicated 
to facilitate the absorption of extravasations and 
favor callus. Auprey G. Morecan, M.D. 


Loefberg, O.: The Treatment of Fractures of the 
Neck of the Femur; 389 Cases on the Surgical 
Service of the Municipal Hospital of Malmé 
(Behandlung der Fractura colli femoris; 389 Faelle 
in der chirurgische Abteilung des_ staedlichen 
Krankenhauses in Malmé). Zentralbl. f. Chir., 
1927, liv, 2222. 

In the author’s cases of fracture of the neck of the 
femur, reduction is attempted as soon as possible. 
In the majority of cases, reduction and fixation in a 
plaster cast can be done following the injection of 114 
cgm. of morphine. Reduction is always effected 
manually. It is nearly always possible to drive the 
fragments into one another by a blow of the fist on 
the great trochanter while the other side of the pelvis 
is supported. A plaster cast is applied after padding 
with cotton. The foot is left free. The period of 
fixation is usually eight weeks for medial fractures 
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and sometimes a little less for fractures of the 
lateral type. A case which came to autopsy showed 
that wedging of the fragments requires not only re- 
duction but manual wedging. 

Of the fractures reviewed, 67.5 per cent were 
medial fractures and the rest lateral fractures 
Bony union occurred in all of the lateral fractures, 
but in only 67.5 per cent of the medial fractures. 
Medial fractures should be reduced and fixed with 
the leg in inward rotation and abduction. Of the 
lateral fractures, those due to torsion should be 
reduced with the leg in inward rotation and abduc- 
tion, splinter fractures should be reduced with the leg 
in abduction and a middle position, and fractures 
at the angle should be reduced with the leg in 
maximal abduction. 

After the removal of the plaster cast the patient 
should remain in bed until he is able to raise his leg 
with the knee extended. Passive movements are 
contra-indicated; only active movements should be 
permitted. Pseudarthroses in young patients in 
good general condition should be operated upon if 
they cause pain and functional disturbance. 

VALENTIN (Z). 


Albee, F. H.: Late End-Results in Ununited 
Fracture of the Neck of the Femur Treated by 
the Bone-Peg or the Reconstruction Operation. 
J. Bone & Joint Surg., 1928, x, 124. 

Albee reviews the end-results obtained in thirty- 
six cases of ununited fracture of the neck of the 
femur in which an autogenous bone peg was used 
and forty-four cases in which his arthroplastic re- 
construction operation was performed. He believes 
that if weight-bearing upon an ununited fracture 
could always be prevented, bone pegging could be 
successfully applied more frequently. 

In the cases reviewed the result was considered 
excellent when there was nearly normal mobility 
with normal stability, the use of a crutch or cane 
was unnecessary, and the patient was able to carry 
on strenuous activities and walk several miles with- 
out pain or fatigue. 

The result was considered good when mobility 
was nearly normal, stability was normal, the use of 
a crane or crutch was unnecessary, and the patient 
was able to carry on his usual activities without 
pain or fatigue. 

The result was regarded as fair when the patient 
was obliged to use a cane and experienced slight 
pain or fatigue. 

It was regarded as poor when the use of a crutch 
was necessary and activity was associated with 
considerable pain and fatigue. 

An excellent result was obtained in go per cent of 
the cases treated by bone pegging and in 75 per cent 
of those in which the reconstruction operation was 
done. 

Most of the patients were under fifty years of age. 
The length of time that had elapsed since the 
operation ranged from a few months to fifteen 
years. 
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The article includes postoperative roentgeno- 
grams of five cases treated with the autogenous bone 
peg and two cases treated by the reconstructive 
operation. Paut C. Cotonna, M.D. 


Lehman, E. P., and Eskeles, I. H.: Fracture of the 
Tarsal Scaphoid: with Notes on the Mechan- 
ism. J. Bone & Joint Surg., 1928, x, 108. 


Lehman and Eskeles report a case of fracture of 
the tarsal scaphoid from indirect violence and discuss 
the mechanism producing this type of fracture. 
They believe that such a fracture is not probable 
without a ligamentous tear. A possible mechanism 
is: (1) forced flexion of the foot with a resulting 
tear of the dorsal scaphoidocuneiform ligament, (2) 
transmission of the force in the axis of the foot driv- 
ing the scaphoid against the upturned sharp inferior 
proximal angle of the middle cuneiform. 

Paut C. Cotonna, M.D. 


Wilson, P. D.: The Treatment of Fractures of the 
Os Calcis by Arthrodesis of the Subastragalar 
Joint: A Report on Twenty-Six Cases. J. Am. 
M. Ass., 1927, \xxxix, 1676. 

Fractures of the os calcis constitute 2 per cent of 
all fractures and cause disability in from 30 to 80 
per cent of the cases. They are most common in 
males. In seventy-six cases reviewed by Cahill the 
average age of the patients was forty-one years. 
The injury is most often the result of direct violence 
such as is sustained in a fall on the heel. The trauma 
is projected to the os calcis through the posterior 
calcaneo-astragalar joint. 
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The most common types of fractures of the os 
calcis are the fissured and the comminuted. As a 
rule there are two fracture lines—one passing 
through the constricted portion just behind the 
articular facet, downward and forward, and thx 
other beginning on the outer side in front of the 
anterior margin of the posterior articular facet, run- 
ning downward and forward through the inner por- 
tion of the articular surface, and emerging on the 
medial side posterior to the base of the sustentacu- 
lum. 

The twenty-six cases reviewed by the author wer 
treated by arthrodesis of the subastragalar joint, a 
procedure that has been employed with good results 
by Hoke, Prince, Hibbs, Conn, Allison, and Reich. 
In addition to the arthrodesis, the treatment in 
cluded supplementary measures such as_ tendon 
lengthening, excision of callus, and removal of loose 
fragments or excess bone. The injury to the cal 
caneo-astragalar joint is an important factor in the 
production of the pain and disability. At operation, 
the author has invariably found gross pathological 
changes. Recent fractures showed comminution of 
the articular cartilage with disalignment of frag- 
ments and an organizing blood clot in the joint. All 
of the fractures showed pannus formation. 

The operation is performed through a lateral in- 
cision. The cartilage of the three articular facets 
between the os calcis and the astragalus is removed. 
In recent fractures, Wilson attempts to correct the 
deformity, while in old fractures he scoops out the 
lateral surface of the os calcis widely beneath the 
external malleolus. Antuony F. Sava, M.D. 
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